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Women globally, and especially in sub Saharan Africa, are disproportionately 
affected by HIV and AIDS.  Factors driving the HIV and AIDS pandemics include the 
oppression of women and gender inequality. Despite an intensified focus on women 
and girls in an attempt to reduce vulnerability to HIV little real progress has been 
made.  This is in part because the sophisticated analysis of risk, vulnerability and 
our understanding of the pandemics is not match by equally sophisticated 
responses to prevention, care, treatment and support. 
 
Power over / male domination, evident at every level of society, fuels the 
pandemics, and makes women vulnerable.  Using feminist understandings of power 
and domination this thesis explores the notion of subverting power.  Through a 
series of case studies the notion of negative and positive power is explored; 
positive power includes power with, power to and power within.  Examples of 
women’s resistance individually and collectively using the different types of power 
are highlighted.     
 
The thesis demonstrates that that women are not powerless and can and do affect 
change in their lives in all sites of struggle, that is can increase bodily autonomy, 
improve  intimate relationships and challenge inequality in the households and 
community.  Based on the learnings from the case study a theoretical model that 
addressed power as problem and solution in the context of HIV and AIDS is 
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HIV and AIDS are entrenching and worsening gender inequality as women and girls 
are facing reversing trends that increase rather than decrease women’s oppression.  
Women’s increasing and disproportionate vulnerability to HIV and the negative 
experiences of the impacts of AIDS is undisputable.  There has been a global focus 
on women, HIV and AIDS especially since the early 1990's, and much has been 
written about women's vulnerability and how to reduce it. However, despite all the 
research, funding and programming, the response to HIV and AIDS in general, and 
for women specifically, has done little, if anything, to reduce women’s experiences 
of the pandemics.  Greater visibility of women has not fundamentally changed the 
underlying assumptions which simultaneously make women both the ‘innocent 
victim’ and the ‘vectors of transmission’.  Differences in understanding women’s 
status can’t be reconciled to provide a single strategy. 
 
“Women’s position in the epidemic is understood radically differently 
depending on whether women’s concerns are posed by governments of 
developed or developing countries, by gay-dominated groups, by women 
influenced by the women’s health movement or by women influenced 
principally by AIDS activism”.1   
 
The global reality is that the number of women and girls infected with HIV and 
living with AIDS is still increasing.  Women continue to fight for, and in some cases 
lose, their reproductive and sexual rights.  Increasingly women living with HIV and 
AIDS face violations of their reproductive rights, including forced terminations or 
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sterilisation.  HIV infection has been linked to decreased fertility and women living 
with HIV have little access to assisted pregnancies.2 The extreme load of care 
giving for family and communities deeply affected by AIDS falls on women and 
girls: for example, women are unable to juggle formal work commitments and care 
giving, and there are changing trends in girls’ access to education as household 
income diminishes and boy’s education is given priority or girls are kept at home to 
care for sick parents or relatives.3   When the parent dies the girl child often has to 
take responsibility for her siblings and manage the household.  Women, and in 
particular young women, are dying premature deaths. The impact of AIDS on 
women has been, and continues to be, devastating.   
 
My work in HIV and AIDS spans three decades and through my work in non-
governmental organisations, as a consultant, a donor, a researcher, an activist and 
a feminist I have been grappling with questions about why we have done relatively 
little to impact on women, HIV and AIDS.  Whilst we have developed sophisticated 
analysis of factors driving the epidemic, and understand women’s vulnerability, we 
have not translated this deep understanding into action.  In short, I believe that the 
limited success is due to many factors and includes simplistic approaches to 
complex realities, lack of understanding and knowledge of women and gender 
issues by AIDS programmes, lack of acknowledgement of the profound role 
patriarchy plays in women’s vulnerability, and lack of political will to address the 
fundamental causes of women's oppression.   
 
This thesis seeks to both understand and provide some solutions to women’s 
vulnerability to HIV and the impact of AIDS.  The premise underlying this research 
is that patriarchy, and the nature of unequal power relationships, is a key driving 
factor to the pandemics. I believe that further analysing of patriarchy and its impact 
on women, HIV and AIDS is not a useful focus. My starting point is thus to study 
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efforts to resist such power, to alter relationships and to change the processes of 
power as ‘problem’ to power as ‘solution’. 
 
I have made a conscious decision to focus specifically on women in this thesis.  
Whilst it is acknowledged that one cannot understand power dynamics, gender 
inequality and oppression without understanding the role of men the premise of this 
thesis is that women, irrespective of men, are able to change their lives and assert 
their own power.  This is not to say that transformatory work with men is not a 
critical element of addressing patriarchy in general and HIV and AIDS specifically:  
multiple approaches are needed to adequately address such complex issues.  Whilst 
an analysis of such approaches are beyond the scope of this research, women’s 
vulnerability to HIV and AIDS is framed within the context of patriarchy.  
 
Before I expand on the key research questions it is necessary to contextualise the 
impact of the HIV and AIDS pandemics on women.  The next section will provide a 
background to HIV and AIDS globally, with specific reference to the impact of the 
epidemics of women and girls. 
 
1.1 Understanding the emerging epidemics.  
 
The HIV and AIDS pandemics have rapidly spread throughout the world, especially 
in sub Saharan Africa, accompanied by suffering and hardship for those who are 
living with HIV, their family and friends, and the wider society in which they live.   
The HIV and AIDS epidemics are at their worst in regions where poverty and 
economic inequality is extensive and deep, where gender inequality is pervasive 
and access to public services is weak and uneven.4  HIV and AIDS also act as a 
spotlight exposing global inequalities, including the inequality between women and 
men and girls and boys.  
 
HIV and AIDS are impacting on the major demographic processes, that is, mortality 
and fertility, which could lead to changes in population growth and size.  AIDS is 
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killing men, women and children who typically have the lowest mortality rates and 
this impacts on life expectancy.   The impact on fertility is less well understood, 
however the impact is being felt in three ways:  there will be fewer births if women 
die before reaching the end of their child-bearing years, women living with HIV and 
AIDS are less fertile and finally the use of prevention methods such as male and 
female condoms will also reduce fertility.5 
 
HIV and AIDS are responsible for the single greatest global reversal in human 
development6, and this will, and is, impacting of women’s rights and development.   
If the epidemics are not dealt with effectively, there exists the potential to lose hard 
fought development gains.  This is demonstrated in the rapidly declining life 
expectancy rates in Southern Africa; during the 70’s to the early 90’s life 
expectancy was steadily rising.  However, in the countries that are most heavily 
affected, HIV has reduced life expectancy by more than 20 years: for example, 
Swaziland now has a life expectancy rate of just 30 years.7  In the absence of 
effective prevention technologies or affordable treatment that is accessible to all, 
AIDS has the potential to wipe out half a century of development gains as 
measured by life expectancy at birth.8  
 
The spread of HIV infection has shown regional differences. There is a distinction 
between countries in which women constitute the majority of those infected (mainly 
in the South) and countries in which women infected are in the minority (mainly in 
the North).  The impact of HIV and AIDS is being felt most acutely in sub Saharan 
Africa, but all regions in the world have been affected by some degree by the 
pandemics.  Gender inequality is a driving factor in the epidemic; although it is not 
the only factor, and therefore cannot account for regional difference.  However, in 
regions where there are emerging epidemics, coupled with gross gender inequalities 
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it is probable that in the absence of effective programming women will be 
vulnerable to infection. 
 
The global history of HIV and AIDS is complex: different communities, countries 
and regions experiencing the impacts of the epidemics in diverse ways.  However, 
there are also significant common features among these histories.  The vast 
majority of the total number of people living with HIV are in the ‘developing’ world, 
with 68% percent of the men, women and children infected living in sub-Saharan 
Africa.9   In 2007 there were an estimated 33 million people living with HIV, 2.7 
million new infections and 2 million deaths.10  Of the estimated 2 million deaths 
from AIDS in 2007, 75% occurred in sub Saharan Africa.11   
 
Some countries, mainly in Africa, have well established HIV epidemics and have 
began to deal with the impact of AIDS.  In Lesotho, Namibia, South Africa and 
Swaziland, prevalence has stabilised but at “extraordinary high levels.”12  Other 
countries are beginning to see HIV prevalence rates creep up, and emerging 
epidemics are noted in both developed and developing countries, for example, 
China, Germany, Indonesia, Mozambique, Ukraine, United Kingdom and Vietnam.13  
Many countries with low national prevalence rates have hidden and serious 
epidemics initially concentrated in, and limited to, certain localities or among 
specific groups within the broader population.  An example is that of Myanmar 
which has a national prevalence of less than 2% but infection rates as high as 60% 
among intravenous drug users and 40% prevalence rate amongst sex workers.14 
Throughout the world there are examples of countries that did not respond 
appropriately when the prevalence was low and in a short space of time have had 
to deal with serious epidemics.   
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HIV and AIDS has been characterised by what is often seen as two global 
epidemics.  The first epidemic, the HIV epidemic or the silent epidemic, is largely 
hidden and spreading rapidly throughout the world.  Some countries and regions 
have growing HIV epidemics with high rates of infection in the 19 – 40 years age 
group, especially amongst women.  The second epidemic is the AIDS epidemic, the 
visible consequences of HIV, including increasing illness and death.  This epidemic 
lags some 5 – 10 years behind the first epidemic.   
 
There is also a third epidemic,15 that arising from the economic, social and political 
reaction to HIV and AIDS, which has translated to fear, stigma, discrimination and 
widespread prejudice.16  The third epidemic moves beyond the medical to the 
political, social and economic realm. Denial, blame, stigmatisation, prejudice and 
discrimination are present in every country dealing with HIV and AIDS.17   The third 
epidemic of “social, cultural, economic and political reaction to AIDS (…) is as 
central to the global challenge as AIDS itself.”18   
 
Globally we are thus facing a triple epidemic, with increasing HIV infections, rising 
numbers of deaths, and alarming levels of stigma and discrimination which intersect 
to impact negatively on local populations and nations. The impact of these three 
pandemics are felt at many different levels, individually, in the household, in the 
community, and women are disproportionately affected. 
 
1.1.1 HIV and AIDS: The Current Situation 
 
It is over 28 years since HIV and AIDS appeared as a global challenge. Since the 
onset of the HIV epidemic, more than 60 million people have been infected with 
HIV.19 Initially HIV was thought to only affect men who have sex with men.  
However the first diagnosed case of AIDS in women was recorded as early as 1982.  
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In 1984, a joint United States/Belgian mission to Zaire clinically diagnosed almost 
as many women as men as HIV positive. Two studies conducted in 1986 
disaggregated data by age and gender and found similar results.  In Zambia, one in 
ten women attending ante-natal clinics was infected with HIV.  In Zaire, a study on 
the first 500 cases of AIDS diagnosed in a particular hospital showed that as many 
women as men were diagnosed, although women were on average ten years 
younger, between the age of 20 – 29 years.20   
 
Into the third decade of HIV and AIDS, we now find that women comprise a rising 
proportion of new infections and in many countries, especially in Africa, are the 
majority of the HIV positive population.21  The HIV epidemic has been characterised 
by a rapid rise in infection rates and levels, with young people most affected, and 
women especially vulnerable to infection.  Global statistics from the mid 1990’s to 
date show a dramatic rise in the number of women living with HIV and AIDS.  This 
is true even in countries that initially reported epidemics amongst men who have 
sex with men and among intravenous drug users. There are certain groups of 
women who are particularly vulnerable, for example, young women and women 
who have sex in exchange for goods, services or money.  Such vulnerability is 
reflected in global data on HIV infection.  For example, an analysis of data from 
epidemics around the world show a similar pattern of HIV in women – the 
prevalence of HIV infection is highest in women aged 15 – 25 and peaks in men 
between five to ten years later.  The number of women infected continues to rise 
disproportionately.  In sub Saharan Africa, almost 61% of the total number of 
adults living with HIV were women.22  In the Caribbean for example the percentage 
of women infected with HIV rose from 37% to 43% over a five year period.   
 
The numbers of women living with HIV in Latin America, Asia and Eastern Europe 
are also growing23.  Even in the countries where the number of men infected is 
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higher than that of women, there is a steady increase in the number of women 
infected. This may be intensified in certain groups of women who are particularly 
vulnerable, for example, young women or women who have sex for goods, services 
or money. Patton noted, as early as 1994, 
 
“powerful political and social institutions continue strongly to constrain the 
AIDS policy landscape, despite efforts to accommodate the growing reality 
that women are the fastest growing group of people acquiring HIV 
infection”.24  
 
Often women living with HIV and AIDS are invisible in countries where the majority 
of infected people are men. This means that their needs are not articulated or if 
they are, they are not heard and not addressed. Even in countries where the 
majority of those infected are women, there is a failure by HIV and AIDS 
programmes to ensure that their needs are adequately addressed.     
 
“Globally, women have frequently been the focus of attention as potential 
transmitters of the disease, or as the moral guardians of their male partners. 
Yet many are denied access to appropriate preventive and curative services, 
especially in parts of the world where their need is greatest. As the epidemic 
has progressed, women have taken increasing responsibility for those who 
are sick or orphaned by AIDS. However they have been allowed little 
influence over the relevant policy and planning decisions and are only 
beginning to have their own needs as people affected by HIV and AIDS taken 
seriously”.25  
 
A short overview of the status of the HIV epidemic in each region follows.  
 
Sub Saharan Africa  
 
                                      
24
 Patton, C. 1994 p6 
25
 Doyal, L. 1995. p 87 
9 
 
Sub Saharan Africa carries the largest burden of disease, and is the only continent 
which has a higher ratio of female to male infection – over 61% of infections are 
amongst women.26  Within the continent there are diverse epidemics which differ in 
terms of scale and maturity: there are also limited success stories with downward 
trends in prevalence rates.   Despite successes, Southern Africa accounts for 35% 
of all people living with HIV and 32% of new global infections.  By 2005 eight 
countries had prevalence rates exceeding 15% - Botswana, Lesotho, Mozambique, 
Namibia, South Africa, Swaziland, Zambia and Zimbabwe.27  A staggering 38% of 
all AIDS deaths in 2007 were in Southern Africa.28   
Asia 
 
The prevalence rates are the highest in South-East Asia, in a region that has wide 
variations in epidemic trends.29  There has been a decline in rates in Cambodia, 
Myanmar and Thailand, with increases reported in Indonesia and Vietnam, mainly 
in groups of intra-venous drug users and people who buy and sell sex.   Despite 
more accurate epidemiological information, India still has the highest number of 
people living with HIV in the region an estimated 2.5 million out of the regional 
estimate of 5 million.30  In 2007 there were 380 000 new infections and an 
estimated 380 000 deaths in the region.31 
 
Eastern Europe and Central Asia 
 
During 2007 150 000 new infections occurred in the region – bringing the total 
number to 1.6 million – a 150% increase since 2001.  The epidemic in the Russian 
Federation continues to grow, especially amongst women, who account for 44% of 
new infections.  Ukraine has the fastest growing epidemic in the region – especially 
amongst intra-venous drug users and sex-workers.  In fact, 90% of all infections in 
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the region are in the Russian Federation and the Ukraine.  The region saw 100 000 




The adult prevalence in the region accounts for about 1% of the population, that is 
230 000 people, with the highest prevalence rates in the Dominican Republic and 
Haiti.  AIDS is now the leading cause of death in people between the ages of 25 and 
44 years.  The primary mode of transmission in the region is heterosexual 
intercourse.  Infection rates amongst female sex workers range from 3.5% to 31% 




The epidemics in Latin America remain relatively stable.  Transmission occurs 
mainly in groups of sex workers and men who have sex with men.  The region has 
a total number of 1.7 million infections, with one third of all regional infections in 
Brazil.34 New infections in 2007 numbered 140 000, with 63 000 deaths reported.35 
 
North America, Western & Central Europe 
 
The total number of people living with HIV in the region is increasing due to a 
combination of factors: the life prolonging effects of anti-retroviral therapies 
(resulting in fewer deaths, that is 32000 in 2007) and an increase in the number of 
new infections in Western Europe. The estimated number of people in the region is 
2.1 million, of which 1.2 million are in the United States of America.  Although 
women of African American decent represent only 12% of American women, they 
account for 67% of all female AIDS cases in the country.36  Nearly 30% of new 
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diagnoses in 2005 were in women.37  In 2007 it is estimated that there were 81 000 
new infections in the region and 31 000 deaths.38  
 
Middle East & North Africa 
 
Epidemiological surveillance in the region is limited: however, it is estimated that  
40 000 new infections occurred in 2007, bringing the total of infections to 385 
000.39 Reported cases remain low.  Most new infections occur amongst men – with 
the exception of Sudan, which has the highest prevalence in the region mainly due 




The prevalence rates in the region remain low – only 14 000 new infections were 
estimated in 2007, bringing to a total of 74 000 people living with HIV in the 
region.41 Papua New Guinea has the highest burden of infection accounting for 70% 
of the total number of people living with HIV, mainly infected through unprotected 
heterosexual sex, with most of the men and women living with HIV in the rural 
areas. 
 
1.1.2 The third epidemic: stigma and discrimination 
 
Men, women and children living with HIV and AIDS often experience high levels of 
stigma and discrimination on the basis of their HIV status. HIV and AIDS related 
stigma, the third epidemic, is highly complex, dynamic, and deeply ingrained in 
society. It is linked to broader, existing inequalities evident in society, and in 
societies’ often negative view of expressions of sexuality. Analyses of stigma 
seldom focus on the differences in how men and women are stigmatised and how 
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they experience such stigma. The stigma surrounding HIV has silenced open 
discussion around both the causes of HIV infection as well as appropriate responses 
to deal with those consequences.42   Link and Phelan43 highlight four components of 
stigma pervasive in society around HIV and AIDS.  These components are shaped 
by social, economic and political power and include the distinguishing and the 
labelling of difference, the association of human difference with negative attitudes, 
the separation of ‘us’ from ‘them’ and loss of status and resulting discrimination.   
 
Stigma is evident in and impacts on all levels of the prevention-care continuum.  
For example, there is often a divide in national programmes between ‘deviants’ 
(such as gay men, lesbian women and sex workers) who require policing and the 
‘general public’ who must be protected.44  This adds to the ‘us’ and ‘them’ mentality 
that further marginalises vulnerable groups.  Stigma also invokes powerful 
psychological feelings in people living with HIV and AIDS including how people view 
themselves. The fear of being stigmatised results in women, men and young people 
being unable to look after their sexual and reproductive health, for example, 
accessing sexual health information, treatment, and methods for HIV and sexually 
transmitted infections (STI) prevention, such as the female condom.   
 
As with most aspects of the HIV and AIDS pandemics, gender inequality impacts on 
how stigma and discrimination is experienced - men and women thus feel stigma 
and discrimination differently.45  This is partly due to the fact that women are often 
the first to find out their HIV status and are the ones to disclose to partners and 
family.  Forms of stigma experienced by women include loss of marriage and 
childbearing opportunities, inferior treatment in health care settings and 
expressions of blame and shame.46  
 
                                      
42
 Aggleton, P.  and Parker, R.  2002 
43
 Link and Phelan in ICRW.  2002 
44
 Watney, S. 1997 
45
 Lekas, H-M,  Siegel, K and Schrimshaw, E.W.  2006 
46
 Ogden, J and  Nyblade, L.  2005 
13 
 
It was assumed that once HIV infection reached a certain level in a given society or 
community stigma would dissipate, however high levels of denial and an ‘us and 
them’ mentality is rife.  Thus in all countries people living with HIV and AIDS 
experience high levels of stigma and discrimination which affects, for example, 
access to good healthcare, employment, reproductive rights, insurance and other 
financial services.  Stigma, discrimination and denial, as well as lack of 
confidentiality, undermine prevention, care and treatment efforts and which 
increases the impact of the epidemic on individuals, families, communities and 
nations.47 
 
1.2 The research question  
 
Confronting power is an appropriate strategy in reducing women's vulnerability to 
the impact of HIV and AIDS.   The central question of the research is how can 
power be challenged and subverted to reduce the structural, societal and personal 
circumstances of women in order to reduce vulnerability to HIV specifically and 
generally improve conditions and position of women’s lives.  The intention of the 
research is to add to understandings of power, women, HIV and AIDS and to 
examine, through case studies, examples of resistance in order to add to the theory 
of power and resistance and more importantly offer some possible practical 
alternatives to our current responses.  
 
Feminist approaches of resistance over the past thirty years have focused on the 
causes and effects of women’s oppression and have been somewhat effective in 
addressing issues such as rape, violence and sexual rights.  However, the feminist 
movements have  been less successful in addressing HIV and AIDS.  This is less 
about strategies per se and more about the slowness of the feminist movement, 
bordering on reluctance, to address HIV and AIDS.48  Part of the solution to the 
ever increasing pandemics and their effect on women could lie in feminist theory 
and experience.  This research seeks to identify specific successful and innovative 
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strategies that have been used to reduce women's vulnerability, and to highlight 
strategies that could be effectively used in the future.  The research answers the 
following questions: 
 
 How can power be used in positive ways to reduce women’s vulnerability to 
HIV and AIDS 
 What is the power and influence of donors in determining agenda’s through 
what does or does not get funded. 
 How can organising and working together in solidarity based on identity (as 
in the case of women living with HIV) as well as working around an issue 
(advocating for a viable microbicide) further women’s HIV agenda. 
 Given that the same factors and circumstances that increase women's 
vulnerability to one issue intersect with other issues, how can activism 
addressing other issues affecting women impact on HIV and AIDS, such as 
trafficking in South Asia.   
 What is the impact of individual power and individual acts of defiance and 
resistance. 
 
The research draws heavily on feminist theory, particularly on theoretical 
approaches to power.  Power is central to understanding the complexities of 
women's lives, especially how a combination of personal and societal factors impact 
on women's susceptibility to HIV infection.  Power can also provide possible 
solutions to address the issues facing women.  This thesis puts forward that an 
understanding of, and commitment to, addressing power as central to vulnerability 
is vital: as a mechanism to change women's lives in general and reduce the impact 
of HIV on women specifically. 
 
Utilising theories of power (and influence) the research findings point to power as 
both problem and solution.  The thesis explores the different levels of vulnerability 
put forward by Mann and Tarantola namely personal, programmatic and social. 
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Unequal power relations between men and women, in society generally and in their 
personal relationships, fuel the epidemic and increase women's vulnerability.  
Furthermore, power relations beyond the individual level –including unequal power 
relations at a programme level, for example,  service providers (government, and 
non-governmental organisations [NGO’s]) and communities may also increase 
women's vulnerability.  The research also addresses the power dynamics between 
donors and NGO's and how this impacts on the funded organisations’ ability to 
tackle issues around gender and HIV and AIDS.   
 
The focus of this thesis is on women.  It is acknowledged that gender power 
dynamics, by their very nature involve relationships between women and men.  
Furthermore, there are certain factors that render men vulnerable to HIV and men 
most certainly experience the impact of AIDS.  I have chosen however to 
concentrate on the specific issues affecting women given their disproportionate 
vulnerability.  This is in no way meant to undermine the experiences of men but 
more to analyse in greater depth the realities of women.  There is an emerging 
body of knowledge on men and masculinities, HIV and AIDS.  Further studies, 
addressing men and power may be needed to deepen understanding. 
 
Furthermore it is beyond the scope of the thesis to fully address the extensive 
range of role-players and stakeholders involved in HIV and gender.  Given that my 
experience is rooted more in work with non-governmental organisations as opposed 
to the state and international organisations I decided to focus more on this sector.  
This is not to say that other sectors do not have an important role to play in 
challenging gender inequality and impacting significantly on the trajectory of the 
pandemics; my experience suggests that other sectors are less likely to voluntary 
work on the intersection of HIV and gender, and if they do so tend to be more 
conservative in their approach. 
 




This research seeks to develop a theory of resisting oppressive power in order to 
reduce women’s vulnerability to HIV and AIDS.  Whilst power is a problem that 
impacts on women's vulnerability to HIV infection both directly and indirectly, the 
research also explores, through a series of case studies, how addressing power can 
in fact reduce women's vulnerability.  Power as solution looks at three kinds of 
“positive” power – the power of resistance, that is the power to change, the power 
of solidarity and the power within, addressing individual power.   
 
Chapter two provides a broad overview why a feminist approach to HIV and AIDS is 
necessary by analysing the position of women in the epidemic.  It also highlights 
current responses to the epidemic to date.   
 
Chapter three introduces the theoretical underpinnings of this thesis and examines 
various understandings of power and influence using different paradigms, with a 
focus on feminist theory.  
 
Chapter four outlines and expands on the methodology used in data collection.  
Data for the different chapters was collected in different ways including in-depth 
interviews, focus groups and direct observation.  This thesis is based heavily on my 
work in the women, HIV and AIDS field in Southern Africa and to a lesser extent 
South Asia. My work as a consultant to non-governmental organisations, 
international non-governmental organisations (INGO) United Nations (UN) agencies 
and government, as well as my experiences in being a leader of NGO’s has enabled 
me to develop theory, but more importantly, put theories into practice.   
 
Chapter five provides an example of power over, through analyisng the influence of 
donors in shaping the gendered agenda of NGO’s and governments.  Many donors 
insist on a gendered approach but the definition of gender is a contested one and 
how one applies gender is critical.  The case study illustrates how gender as a 
concept can be distorted along the aid chain.  This chapter was included to 
demonstrate at a more macro level how power impacts on programming and 




Chapter six focuses on women working in solidarity Two social movements are 
discussed; The International Community of Women living with HIV and AIDS (ICW) 
organising around identity, and the various role-players organising around the issue 
of microbicides.  The International Community of Women living with HIV and AIDS 
was formed in 1992 by a small group of women living with HIV who were attending 
the International AIDS Conference held in Florence.  The organisation is an example 
of women working in solidarity to raise the issues of women living with HIV and 
AIDS.  Their work addresses treatment issues for women as well as sexual and 
reproductive rights.  Key strategies of the organisation are to provide women 
infected with HIV and AIDS with a voice and to enable women to influence national 
and international policy, such as ensuring that the policies are better aligned with 
the realities of women living with the virus.   
 
The campaign for microbicides – supported by a wide range of AIDS activists, 
researchers and health professionals - highlights both the potential of solidarity to 
create new concentrations of power for change, and also the difficulties of 
maintaining group/movement cohesion given differing understandings of power in 
spreading HIV and AIDS, resulting in differences  priorities, strategies, programmes 
and practices among those involved. Microbicides have the potential to change the 
face of the epidemic and provide women with an option for prevention that they can 
control.  Investment and research into microbicides is increasing and this is mainly 
due to global advocacy and activism from AIDS organisations, scientists, 
researchers and those within the reproductive health sector.  Whilst all role players 
are fighting for the overall goal of a viable microbicide there are tensions within the 
movement especially around how microbicides are positioned, either as women 
initiated or women controlled methods.  For many activists microbicides as a 
women controlled method is non-negotiable because anything less negates 




In chapter seven, the factors that drive the trafficking of girls and women in South 
Asia are linked to factors driving HIV in the region.  Women who have been 
trafficked are often assumed to be HIV positive; women who have been trafficked 
and who are living with HIV face double stigma in their family, community and even 
in institutions of ‘rehabilitation’.  There are established networks and responses to 
trafficking in the region but very little solidarity and action addressing women and 
HIV.  Within the anti-trafficking sector there are two key responses – a welfare 
response and a more progressive, agenda setting response.  Both responses 
provide an opportunity to integrate HIV and reduce women's vulnerability.   At 
present being trafficked is a far greater reality for Asian women than HIV infection.  
However, the same root causes that are fuelling trafficking in Asia are increasing 
women’s vulnerability to HIV and AIDS in Africa  
 
An individual act of resistance, demonstrating power within is presented in chapter 
eight.  Single acts of resistance can make a difference to addressing oppression in 
different sites of struggle.  This is highlighted in the case of one woman laying a 
charge of rape against the then Deputy President of South Africa.  Power was 
contested both in the trial process itself as well as outside the court-room. Often 
such an act of resistance is not the popular position.  This was evident in the trial as 
many women supported Zuma as an authoritative patriarchal figure.  This 
challenges the myth of “sisterhood” and demonstrates that it is simplistic to say 
that all women resist patriarchy.  
 
Chapter nine highlights the work of a local NGO that has developed a successful 
model for empowering women.  Women's empowerment is the backbone of many 
responses to HIV and AIDS.  However efforts to empower women are  often 
superficial and short term. Approaches may begin to address women’s position yet 
do not move beyond the initial stages.  The Gender AIDS Forum (GAF) is an NGO 
based in Durban that has developed a process of working over a six month period 
with grass-roots women to enhance their leadership potential.  The programme 
focuses on the personal issues and experiences of oppression and powerlessness 
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and builds on these to develop a political understanding of women's oppression and 
galvanise collective action. 
 
The concluding chapter, chapter ten, draws together the learnings from the various 
case studies, presents a model of power as problem and solution and makes 




Chapter Two: Why a feminist response to HIV & AIDS 





Patriarchy creates and maintains gender inequality and a failure to recognise and 
uphold women’s human rights:  the oppression of women is pervasive and is 
reflected in the realities of many women’s lives.  These realities include, amongst 
other things, the violation of bodily integrity through gender based violence and the 
denying of sexual and reproductive rights, limited, unequal access and control over 
resources and the gendered division of labour which benefits men and 
disadvantages women. 
 
Despite a more concerted effort in the past two decades at both a global and 
country level to address gender inequality through international instruments such 
as Convention to Eliminate all forms of Discrimination against Women (CEDAW), 
the implementation of the Millennium Development Goals (MDG) and national 
processes to lessen gender equality, the realities of most women and girls have not 
changed on a day to day level.  Both in the literature reviewed and the experiences 
in the countries visited for this thesis, that is Africa and Asia, gender inequality is 
evident at all levels: society, community and household.   
 
In many cases the realities of women’s lives at the household and intimate 
relationships level are the most oppressive: gender inequality and unequal power 
relations at these level remain the most difficult to challenge.  However, challenging 
power at a relationship and household level is critical if the vulnerability to, and the 
impact of, HIV and AIDS are to be effectively dealt with. 
 
Table 2.1 shows a comparison of the Gender-related Development Indices (GDI) of 
selected countries in Southern Africa and South Asia. 
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Table 2.1. Gender-Related Development Index: Comparison of countries 
Country 
Gender-related Development Index  (GDI) 
Rank 200249  Rank 2007/0850 
Sri Lanka 80 89 
South Africa 90 107 
Namibia 100 108 
Botswana 101 109 
India 103 113 
Swaziland 107 123 
Lesotho 110 119 
Bangladesh 112 121 
Zimbabwe 113 130 
Nepal 119 128 
Pakistan 120 125 
Malawi 132 143 
Zambia 133 144 
Mozambique 140 150 
 
The 2008 Human Development Report reveals a worrying trend in the deterioration 
of women’s lives in the selected countries, with significant losses in rankings being 
evident since 2002.  The GDI is calculated by assessing gender differences in life 
expectancy, adult literacy rate and income, all of which are directly and/or 
indirectly affected by HIV and AIDS.  Whilst it is difficult to extrapolate the direct 
impact of HIV and AIDS on these rankings, it could well be a contributing factor to 
declining ratings, especially with regard to life expectancy.  Further research is 
needed to ascertain why there are substantial declines in the standards of the lives 
of women and how vulnerability to HIV has impacted on the GDI. 
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In an assessment of the MDG’s, United Nations Secretary General (UNSG) Ban-Ki-
moon suggested that whilst there has been progress in reducing poverty and 
hunger in some places, poverty, hunger, illiteracy and lack of basic health care are 
widespread and growing worse in some regions.51  Africa lags behind Asia in 
meeting the MDG’s, with not one single country in Africa on track to meet the 
MDG’s, and according to UN statistics the number of poor in sub-Saharan Africa is 
rising and is projected to increase to 360 million by 2015.52 
 
There are complex sets of micro and macro factors that are fuelling the HIV 
epidemic at a country, regional, continental and global level.  Whilst the epidemics 
follow diverse courses in different countries, for example with regard to main 
modes of transmission and patterns of distribution, as discussed previously, there 
are common threads which help us account for the rapid spread over the virus 
globally over the last twenty eight years.  The factors driving the epidemic can be 
viewed as “deep-seated and intransigent, embedded in the very power relations 
which define male and female roles and positions, both in intimate relations or the 
wider society”.53  These include certain cultural practices, inadequate access to and 
control of wealth and resources, especially health care, education and welfare, 
religious practices and beliefs, poor governance, migration, conflict, urbanisation, 
violence and stigma and discrimination of marginalised groups (for example, men 
who have sex with men, injecting drug-users, people in prisons).  All of these 
factors have gender dimensions.   
 
2.1 Vulnerability model 
 
Mann and Tarantola outline three separate but interconnected sources of 
vulnerability to HIV and AIDS, namely, personal, programmatic and societal.54  
Vulnerability refers to a lack of power, opportunity and ability (skills) to make and 
implement decisions that impact on one’s own life.  Thus, vulnerability refers to the 
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extent to which an individual is able to make free and informed choices and 
decisions about his/her own life.  The converse of vulnerability is empowerment.  
An empowered person is able to make free and informed decisions, and act 
according to these decisions.  In contrast, a vulnerable person, due to lack of 
information, skills, opportunities or other external circumstances, is unable to make 
informed decisions freely.  The model focuses on the individual in the context of 
societal and programmatic issues that impact on vulnerability.    
 
Is vulnerability a useful concept to apply to women and HIV infection or other 
issues facing women such as trafficking, violence, given that the focus or ‘blame’ is 
placed on the individual and often women do not have complete control over their 
lives?  The term vulnerability has been questioned55 in that it can present an image 
of powerlessness and of victim-hood. It can lead to a focus exclusively on the ability 
of the individual to protect herself from harm.  However, it is possible for women 
and girls to be vulnerable in certain aspects of their lives and at various times and 
in different contexts, and empowered in others.  Thus, vulnerability is best used in 
the context of ‘lived realities’56 to explain individual and societal factors that may 
decrease or increase susceptibility, to HIV infection, violence and other 
oppressions.57  Lived realities refer to the daily lives of women, the personal 
circumstances that are mediated by the political, social and economic context.  
Often the daily realities of women’s are not addressed adequately.   
 
Whilst it is acknowledged at the personal or individual level there is a set of 
circumstances or realities that may result in someone being more susceptible to 
being infected with HIV, it in no way implies that the individual is to ‘blame’. 
Individual circumstances and contexts are themselves an outcome of societal or 
macro factors that help to create vulnerability.  In reality, the economic and social 
changes over the past three decades in particular have created an enabling 
environment that has increased risk of HIV infection, making effective responses 
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more difficult.  The determinants of the epidemic go beyond individual volition. 58 
 
These concerns are noted. However, the Mann and Tarantola59 vulnerability model 
in its entirety provides a useful framework to perform a detailed analysis of women 
(and men’s) susceptibility to HIV infection, contextualise the lives of men and 
women, and to define solutions based on this context.  It is especially useful in 
highlighting the role that programmes play in enhancing or reducing vulnerability, 
which is often overlooked when analysing factors driving the epidemic.  Individual 
vulnerability is analysed and understood in the context of both societal factors and 
the response to HIV and AIDS and development, or lack thereof, by government 
and civil society.   
 
Personal vulnerability refers to cognitive, behavioural and biological factors that put 
people at risk.  These include biomedical factors, for example, the stage of 
infection, presence of other STIs, gender of partner, availability of STI treatment 
and access to condoms. It also includes sexual behaviour, for example, the number 
of partners, rate of partner change, sexual practices and condom use.  Personal 
vulnerability may vary over the individual’s life-span and there are times when 
vulnerability is greater than at others.  For example, the girl child and young 
women are more vulnerable to sexual transmission.  The reasons for this are both 
biological, due to the pre and post pubertal conditions of the genital tract60 and 
social with the early onset of sexual activity which is often coercive or violent.61  
Whilst the emphasis is on younger women, the vulnerability of older women must 
not be discounted as they are equally bound by the gendered power within their 
relationships, which is often mediated through marriage.  Emerging epidemics are 
occurring amongst older women in many countries.62  
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Personal vulnerability is also heightened or reduced through individual perception of 
risk.63   Whilst in Eastern and Southern Africa, for example, both men and women 
have fairly detailed knowledge about HIV being sexually transmitted, and 
understand prevention methods; there are huge variations and discrepancies 
around individual perception of risk.  Perception of risk, whether correct or 
incorrect, is critical in personal behaviour64 but is little understood and is often not 
part of HIV prevention programmes.  
 
Programmatic vulnerability refers to the contributions of HIV and AIDS programmes 
and other responses, both governmental and non-governmental, that either 
increase or reduce vulnerability of individuals or groups.  Programmatic 
vulnerability can be conscious or unconscious, that is organisations may consciously 
decide to implement a specific programme even though they are aware of the 
implications of such a programme.  Alternatively, they may implement a 
programme that impacts negatively on women’s vulnerability without 
understanding the implication of their actions.  For example, a National AIDS 
Control Programme (NACP) may make a conscious decision not to work with men 
who have sex with men (and many in Southern Africa don’t), or provide needle 
exchange programmes, or may unconsciously promote a certain approach, in good 
faith, for example the abstain, be faithful, condomise (ABC) approach, not realising 
the effect of such programmes on women.65 
 
In reflecting on the response to HIV and AIDS, there is a tendency of many 
organisations to design responses and programmes in a “one size fits all” approach. 
Programmes, projects and plans are generally prepared and designed based on 
what are assumed to be the problems and issues and what are assumed to be the 
types of responses that will help and make an impact: the realities of people, 
women, men, boys and girls, are seldom part of this list of assumptions.  Such 
approaches are generally ineffective as they are based on inaccurate beliefs and an 
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incomplete understanding of peoples’ lives. The realities and the meaning of these 
realities can only be known by those most directly involved. It is the most affected 
then who should be articulating, participating, leading and acting to confront and 
address the realities that face them. This is best done in solidarity with others with 
shared values that put people first, value every human being, embrace diversity 
and treat all people as truly equal. 
 
Societal vulnerability refers to the broader context those impacts on the lives of 
men and women including economic, political, and social factors such as cultural, 
traditions, gender relations, religious beliefs, poverty and inequality, attitudes 
towards and norms related to sexuality.   Societal vulnerability incorporates the 
processes through which contextual conditions and factors make women, men and 
children vulnerable to the disease itself, as well as vulnerability to the social and 
economic impacts of the disease.66 
 
The Mann and Tarantola vulnerability model does not specifically analyse women’s 
and girls’ vulnerability.  A gender analysis of vulnerability is essential to highlight 
the socially constructed aspects of gender relations that underpin social behaviour 
in terms of driving the HIV and AIDS epidemics.  A gender analysis also focuses on 
gender-based rules, norms and laws that govern the broader societal and 
institutional context which puts women at risk.67  Unequal gender relations are key 
to women’s vulnerability and also inhibit women’s attempts at prevention and 
protection.  The cultural and social implications of gendered relations of power have 
alarming implications for women’s ability to prevent the sexual transmission of HIV, 
given that within the realm of intimate relationships, women have less power than 
men.68  For example, questions can be asked about whether relationships are 
consensual or coercive and whether pleasure is equally given and received.69 The 
extent to which the negotiation of sexual relations is possible and actually happens 
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determines the extent to which vulnerability to infection is increased or reduced. 
 
For the purposes of this thesis, programmatic vulnerability and societal vulnerability 
are seen as more important sources of vulnerability.  Whilst there are some 
personal or individual ‘characteristics’ increasing vulnerability, such as biological 
and physiological, the theory underpinning this research is that women’s and girl’s 
vulnerability will be reduced through addressing the societal factors driving the HIV 
and AIDS pandemics as well as ensuring that programmatic vulnerability is reduced 
by ensuring more effective responses based on our analysis of the problem are 
implemented.   
 
Figure 2.1 shows the key elements and interconnectedness of the three types of 
vulnerability.  Whilst gender is not an integrated concept in the Man and Tarantola 
model, and is located as a societal factor, I have adapted the model to see gender 
as a key factor in personal, programmatic and societal vulnerability. 
 




The following section will describe in more detail programmatic and societal 
vulnerability.   
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2.1.1. Programmatic vulnerability 
 
In the 28 year history of HIV and AIDS infection the response to the pandemic has 
by and large been led by the health sector.  Given that HIV and AIDS is clearly a 
development issue, a gender issue and a human rights issue it is obvious that a 
health response alone is grossly inadequate and ineffectual.  Since the mid 1990’s 
the global focus on HIV and AIDS has been towards an ‘expanded response’ which 
involves all sectors in society.   
 
“If other sectors and partners are to address the epidemic, they need to 
understand HIV and AIDS as a social and development issue and not just one 
of health.  This understanding on the one hand merits planning, for the 
social, economic, political and indeed all development related consequences 
of the epidemic, so as to mitigate its impact.  On the other hand, it involves 
recognising that social and development programmes can themselves in fact 
exacerbate the epidemic and therefore, ensuring that appropriate measures 
are taken, especially in the case of those who are marginalised”.71  
  
Programmatic vulnerability is determined by programme context, content and 
approach.  It is important to understand that “programme” refers to responses to 
HIV and AIDS at a local, provincial, national, regional and global level.  
Programmatic vulnerability is very seldom acknowledged and yet is a key driver; 
ineffective programmes will not impact positively on the epidemics and may in fact 
fuel them. 
 
The context in which the programme is operating is obviously a critical 
consideration for assessing whether a programme adds to or reduces vulnerability.  
Programmes must be context specific, and what is appropriate in one context might 
not be appropriate in another context.   The assumption of this thesis is that gender 
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inequality fuels the HIV epidemic and adds to the impact of AIDS.  As such, gender 
inequality must be addressed in the response to HIV and AIDS.  It is important that 
a gendered contextual analysis both informs the understanding of the problem and 
points to solutions if programmatic vulnerability is to be reduced.   
 
Understanding the context means, for example, that programmes take into account 
the realities of women’s lives and how their realities impact on their experiences of 
life in general, and HIV and AIDS specifically.  Programmes need to adjust to the 
fact that that due to their low status in society, women and girls have limited 
access to health care, particularly more costly treatments and medication, which 
means that their symptoms often go unrecognised and untreated.   For the most 
part understanding of treatment is gender neutral; women’s issues have rarely 
featured in discussions of treatment access and more importantly treatment 
appropriateness.72  Issues such as the need for more regular pap smears for 
women living with HIV have not been addressed.  Differences in how HIV infection 
affects women and men have not been articulated and programmes have not taken 
such issues into account.   
 
The complex nature and magnitude of the HIV and AIDS epidemics requires a co-
ordinated response that is multi-levelled, multi-faceted, and multi-sectoral.  A co-
ordinated response involves actors from a variety of backgrounds, for example, 
local and international NGOs, government agencies, and academic institutions. 
However these approaches need to ensure that they include goals of empowerment 
and transformation.   To reduce programmatic vulnerability in established and 
evolving epidemics the global response should address a range of issues by 
different stakeholders at different levels. The responsibility for these actions needs 
to be addressed by various agencies depending on:73 
 
 The level at which a particular institution is operating, that is, global, national, 
or local. 
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 The core functions of the organisation (capacity building, service delivery, 
advocacy or research). 
 The sector or thematic area the organisation is focusing on, for example, 
development, labour, rural, urban. 
 Funding priorities.  
 
The response to HIV and AIDS must be multi-levelled, that is simultaneously 
occurring at an international, national and local level.  Each level has a unique 
contribution to the global response. It is important that the levels link and engage 
with one-another but that the agenda is not set top-down.   
 
The strategies to deal with HIV and AIDS at a programme level are multi-faceted 
and include service delivery, capacity building, advocacy and research. Each of 
these four strategies must address the basic needs of men, women and children, as 
well as women’s practical needs and strategic interests.  It is important to address 
the context in which the epidemics flourish, that is inequality, as well as HIV 
specific issues, for example, treatment. The different facets include:  
 
Service delivery: Whilst many are engaged in providing services to prevent, care for 
and treat HIV and AIDS, some service providers are devising strategies to make 
their work more gender sensitive, or at the very least, addressing women’s 
practical needs. A focus on service delivery should not be confined to health 
services and true mainstreaming would require other sectors to incorporate 
approaches to addressing gender inequality and HIV and AIDS into service 
provision, for example, in the education sector. 
 
Capacity building: Although many equate capacity building with training, it is used 
here in a broader way and refers to capacity building for institutions and 
individuals. Capacity building thus refers to a process of empowerment based on 
experiential learning principles that may involve skills building, mentoring and 
support. There is a general lack of understanding of how gender conditions peoples’ 
well being and how to incorporate gender into programmes, demonstrating the 
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need for gender training, tools and guides.74  Building skills for better 
communication in personal relationships is vital. Although improving access to 
information about sexual health is important, it does not take into account the 
barriers that women and girls face in using this knowledge to achieve healthy 
relationships. 
 
Advocacy: Advocacy for policy formulation, setting research agendas and the 
allocation of resources that take account of the differing needs and interests of 
women and men is critical. Ensuring that people are aware of differences based on 
gender and age, ethnicity, class, ability and sexuality help make sure that people 
are not marginalised.  
 
Research: There is an enormous amount of HIV and AIDS related research, 
including epidemiology, clinical research, social science research, impact studies 
and programme evaluations.  Due to male bias women have often been invisible in 
research,75 for example the gender dimensions of treatment are not always 
considered.76   
 
A critical component of the multi-sectoral approach is that of communication and 
co-ordination, which is often a weakness in the response at country, local and other 
levels. There are few examples of a co-ordinated multi-sectoral response that 
incorporate a gendered approach to HIV and AIDS. However, there are some good 
examples of how sectors outside of health have addressed gender and HIV and 
AIDS.  Key aspects of a multi-sectoral response to HIV and AIDS: 
 
 Consider HIV and AIDS and its implications in all areas of policy-making. 
 Involve all sectors in developing a framework to respond to the epidemic, at 
international, regional, national, district and community levels. 
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 Identify the comparative advantages and roles of each sector in 
implementing the response, and where sectors need to take action together 
and individually. 
 Encourage each sector to consider how it is affected by and affects the 
epidemic, and developing sectoral plans of action. 
 Develop partnerships within government between ministries responsible for 
different sectors, and between the public sector and private sector and civil 
society.77 
 
Programmatic vulnerability obviously has gendered implications.  Organisations 
contribute to ‘programmatic vulnerability’ of women and girls and help sustain the 
core problem by failing to confront men’s power over women and effectively 
develop women’s power within themselves and power with other women to free 
themselves from oppression and to ensure their dignity and equality.  
 
2.1.2 Societal Vulnerability 
 
“The HIV and AIDS epidemic is a reflective surface.  It throws into stark relief 
the fault lines of a society:  the way power is exercised, gender constructed, 
socio-economic stratification exploited, the moral ambiguities, the 
interpersonal slippage’s.  But it also highlights the strengths: empathy, 
courage, compassion, commitment, intelligence, solidarity, faith”.78 
 
Societal vulnerability encompasses political, economic and social factors that are 
inter-related and determine the extent to which women and men as individuals and 
as groups are vulnerable to HIV and AIDS. 
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An effective response to the epidemics calls for political will and commitment at the 
highest possible level.  Countries that have made some headway in reducing the 
spread of HIV and dealing with the impact of HIV and AIDS have in common a fairly 
high level of political commitment coupled with sustained public leadership, for 
example Uganda, Thailand and Brazil.79  Whilst some countries have demonstrated 
leadership and commitment, it does not necessarily mean that the response falls 
within a gendered human-rights framework.  An example is the homophobia of 
President Museveni of Uganda who, over a period of years, has systematically 
denied gay and lesbian people access to their rights and the existence of gay men 
and lesbian women in Uganda, increasing their marginalisation and vulnerability to 
HIV and AIDS.80 
 
Lack of political will hampers effective prevention and care programmes by not 
providing a conducive or enabling environment. The most stark example of this is in 
South Africa with the lack of political will demonstrated by the then President, 
Thabo Mbeki and his denial of the link between HIV and AIDS, and the slow roll out 
of treatment.81  This is an extreme example, yet the leaders of most countries have 
been slow to act to HIV and whilst pushes from civil society and UN agencies have 
resulted in greater leadership nationally and globally, it is evident that full scale 
responses to the pandemics were not introduced at the optimal time.  
 
Severe economic impacts in Africa as a result of HIV and AIDS are already being 
experienced.  The longer term effects will vary per country and are very much 
dependent on the severity of the epidemic as well as the structure of the national 
economies.82  Critical economic factors that impact on vulnerability include macro-
economic frameworks and policies, and poverty and inequality.  The macro-political 
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and economic factors that impact on development in general, located at a country, 
regional and global level, are increasingly impacting on access to socio-economic 
rights, and this, in turn, heightens vulnerability to HIV and AIDS.83  To an 
increasing extent, pressures that arise out of the global economy influence national 
government decision-making, and have a knock- on effect, for example, health and 
education.  It is too early to discuss the impact of the current global economic crisis 
on developing nations, development goals and issues such as HIV and AIDS.  
However it is likely, for example, that developed nations will have less to give in 
aid, and this may impact severely on service delivery, access to treatment and 
prevention efforts. 
 
National debt, capital speculation, the imposition of macro-economic adjustment 
programmes and jobless growth are some key processes in the global economy that 
influence negatively the health and well-being of poorer countries. Cut backs in 
social spending have been accompanied by the ‘silent adjustment’, the undue 
hardship and pressure that women experience as a result of financial policies,84 and 
this situation could worsen in the current climate.   Adjustment policies may also 
influence pre-disposing factors for poor women.   
 
The socio-economic conditions of women are determined by interacting hierarchical 
factors at a household (household income), meso (real wages, food prices, 
employment opportunities) and macro (economic policy, health policy and social 
welfare) level.85  It is easy to see that HIV and AIDS impacts on all three levels:  
the first negative outcomes are felt by individuals and households but this soon has 
a ripple effect on businesses and the macro economy.86  HIV morbidity and 
mortality affects household income and expenditure, and more and more families 
are resorting to survival strategies to alleviate loss of household labour and 
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income.87  The direct and indirect costs of HIV and AIDS on the household increases 
with the severity of illness and with death.88 
 
The impact of social spending cutbacks is more severe in the absence of alternative 
forms of livelihoods and social services to meet the basic needs of poor people.  At 
a country level, the fiscal policies of governments mean that political choices are 
made which are often not in favour of the poor and marginalised, particularly poor 
women, rural women and groups such as intravenous drug users.  One of the first 
areas to be impacted upon is that of health and development.  The links to HIV 
infection are clear. 
 
The relationship between HIV and poverty is complex - while most people living 
with HIV and AIDS are poor, many non-poor people are also affected and 
infected.89  However, people living in poverty are more likely to become sick and 
generally die more quickly due to malnutrition and lack of access to appropriate 
health care. The HIV epidemic is bi-modal with peaks among the richer and better 
educated as well as amongst the poorest in society.90   The HIV epidemic among 
richer people is due to access to disposable income and position in society, 
including the ability to travel, which provides people with the opportunity to engage 
in sex that puts them at risk.  According to Baylies it is mainly men that fall into 
this category and their behaviour is seen as an “expression of their power”.91  This 
contrasts with the situation of the poor, especially poor women, whose poverty may 
lead to risky actions for survival as well as preventing them from taking protective 
action. 
 
The link between poverty and HIV serves to further stigmatise both the poor and 
those living with HIV and AIDS.92  Poor households are often socially excluded 
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through a lack of financial and other assets as well as political and social 
marginalisation.  This further increases their difficulty in accessing services focusing 
on prevention of HIV as well as in care of people and families affected by HIV.  
Specifically, HIV and AIDS programmes neglect the interests and reality of poverty 
and seldom relate to the needs of the poor. 
 
The relationship between poverty and HIV and AIDS is bi-causal in that: 
 Poverty is a causal factor in the transmission of HIV as well as exacerbating 
the impact of HIV and AIDS 
 The experience of HIV and AIDS by individuals, households and communities 
that are poor often intensifies poverty.  In some cases some individuals and 
households affected by HIV move from being non-poor to poor due to the 
severe economic burden of HIV and AIDS.   
 
Poverty is not a gender neutral context and gender and poverty are inextricably 
linked in a complex relationship.93  Gender inequality causes women to experience 
poverty differently. Policy and programme responses to poverty need to have 
gender at the centre if they are to be effective.   
 
“The causes and outcomes of poverty are heavily engendered and yet 
traditional conceptualisations consistently fail to delineate poverty’s gender 
dimensions resulting in policies and programmes which fail to improve the 
lives of poor women and their families”94  
 
Even when women have access to income and assets, such as land, equipment, 
employment, knowledge and skills, these are often controlled by men, and women 
are less able to move out of living in poverty.95  Women are more likely to spend 
family income on the household than men do.  When women’s socio-economic 
conditions deteriorate, household standards and expenditure on children 
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decreases.96   Much needs to be done to address gender inequality in Africa and 
globally if any impact is to be made in reverting the HIV and AIDS epidemics.   
Some examples of the link between gender, poverty and HIV include: 
 
Bio-medical factors predisposing girls and women to increased risk of infection, 
including chronic anaemia and early first coitus, are exacerbated by poverty.97  A 
lack of control by poor women over the circumstances in which intercourse occurs 
may increase the frequency of intercourse and lower the age at which sexual 
activity begins.   
 
Economic violence refers to the complete control that one person has over 
another’s money, resources or economic activities.  It is more often than not a 
gendered phenomenon with male ‘abusers’ maintaining control of and taking 
decisions about the household finances.98   Economic violence has been linked to 
deepening poverty, compromises in educational opportunities and slowing 
development gains for women.  This impacts on the household as women are more 
likely to spend money on food and the well-being of children than men.99  Economic 
violence is also linked to physical violence, promotes sexual exploitation and 
increases the risk of HIV infection, maternal morbidity, and trafficking of women 
and girls.100 
 
“It is very hard for a positive woman to access services if she also lives in 
poverty, because not only does poverty weaken her body, but her mind and 
soul as well. For instance, I remember when I was still unemployed, facing 
family opposition and attacks, emotional and sexual abuse by the partner 
who was also the father of my child. It seemed as if the world was closing 
down on me. I had to depend on him for the food on my table, the child and 
my medical attention. I felt so trapped. I couldn’t think beyond this situation-
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instead I was giving myself stupid-good reasons to stick to him-anyway he 
was footing the bill, where else was I ‘supposed’ to look. Life was bad-very 
bad. My self-esteem was crushed”. 101 
 
Survival sex.  Evidence from all regions of the world suggests that the 
overwhelming motive behind the exchange of sexual services for the provider is 
economic opportunity.102  The context of some sex work in Africa is survival sex, 
and sex work is a means to make money for women and their families to remain 
alive. In this way, survival sex is a form of small-scale informal money making. 
Some women in the informal sector are simply extending their existing capabilities 
and livelihoods and doing work that is typified as women’s work. They are seldom, 
as is usually the case with women’s work, well paid for their efforts. Sex work that 
is poverty driven is more likely to foster behaviours that are risk-taking.   
 
“The paradox of what we refer to as survival sex, be it strictly commercial or 
not, is that relatively short term (but none the less, pressing) social survival 
is achieved only at the expense of exposure to the long term risk of illness 
and death through HIV infection”.103 
 
Sex workers, both those involved in survival sex and those who consciously chose 
to be engaged in sex work, experience multiple oppressions and human rights 
violations, which increase vulnerability to HIV infection.104  Police violence is rife, 
including sexual assault and rape, beatings and spraying sex workers genitals with 
pepper-spray.105 
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“The police come to your shack in the van. They take your money and sleep 
with you with no condoms. It is a rape because they force us. We are scared 
to report the rape because we are sex workers, so we are illegal”. 106 
 
Attitudes of health care workers marginalise sex workers and deny them access to 
proper care.  The behaviour of health care workers often results in sex workers 
deciding to explore other options for health services, or not attending to their 
health at all.  
 
“I am positive, and at the hospital, they don’t treat us like humans. They say 
loudly ‘These ones they are selling themselves.’ So now, the young sex 
workers won’t go to the hospital because they are scared. Some women have 
chosen to die with no ARVs rather than go there, because if you are a sex 
worker and HIV+, you are in for it! They get angry at you if you are not 
using condoms, but we tell them: give us the skills to negotiate using a 
condom. We want these skills because we can see that like this we are dying 
slowly but surely”.107 
 
Sex workers, who are further marginalised, such as migrant sex workers who are 
HIV positive, are particularly excluded from access to treatment and care due to 
both xenophobia and lack of access to services restricted to nationals. 
Transgendered sex workers who seek trans-specific health care and gay male sex 
workers seeking non-judgmental health care are similarly neglected.108  
 
“Twenty-three of my friends died of AIDS. Nineteen trans women and four 
women, all sex workers. None of them got ARV’s. It was the fear of 
discrimination and abuse from the doctors that kept them from getting 
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medication. The fear of what might be said and done to them, because being 
trans is something everyone sees and the doctors say nasty things to us.”109  
 
Mother to child transmission110 Access to relatively inexpensive drugs that can 
reduce mother to child transmission substantially is still denied to many women 
who cannot afford them, or who do not have adequate knowledge or who do not 
have the means to go to clinics.  Despite campaigns to promote exclusive breast 
feeding in developing countries bottle-feeding still remains a safer option.   Poor 
women have neither the money to buy formula feed, nor the access to basic 
facilities and infrastructure, such as clean water, with which to prepare bottle feed 
and so reduce the risk of other infections.111  Poor women have less privacy due to 
living in overcrowded and over populated conditions, and the decision not to 




There are many social factors which impact on the spread of HIV.  This section will 
focus on two aspects that are particularly relevant for women, that is sexuality and 
power and gender-based violence. 
 
Sexuality and power 
 
“Patriarchal relationships involve, to varying degrees and within different 
sites, inequalities of power, and without power women are likely to 
experience little control over sexual relations with men.  It is within the 
context of unequal power relations that women are required to take 
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preventative and protective actions aimed at minimizing their risk of 
contracting HIV”.112 
 
HIV and AIDS has opened up debates around issues of gender and sexuality and 
has served to highlight the importance of gender equality in sexual relationships as 
well as the importance of equality and respect in all social relationships.  Social 
constructions of femininity generally stipulate that women’s sexuality should be 
invisible and that it needs to be controlled. Its association with masculinity and 
femininity is complex and differs in different historical and cultural contexts. Yet 
despite such differences both the social perception and the practices associated 
with heterosexuality have certain common elements.  Different sexual roles are 
defined for men and women: however they are not just different, but also unequal.  
Almost everywhere, primacy is accorded to male desire and women are perceived 
to be the passive recipients of male passion.113  Women are often socialised into 
believing that sex happens to them whilst men believe that sex is something that 
they do.  
 
In many Asian, African and Latin American countries it is culturally determined that 
women carry out different so called ‘interventions’ on their genitals, for a variety of 
reasons, including hygiene, health, acceptable and expected social norms and 
control of women’s sexuality.114  A study with women in the Tete province of 
Mozambique investigated various vaginal practices, one of the most prevalent being 
the use of drying agents to ensure a non-lubricated vagina.  Women use a variety 
of drying agents that can damage the vaginal walls.   The practice of using drying 
agents has the sole purpose of enhancing sexual intercourse for men: thus 
women’s vulnerability is increased with practices that promote the enhancement of 
male sexual pleasure.   As one young male in the Bagnol and Mariano study noted: 
 
“As far as I am concerned a good women has to be dry, in order to be able to 
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provide three rounds, it is not just one round and straightaway fill up with 
water ...  she has to be dry, in order for me to be able to manage to 
ejaculate without feeling water in her body.  I want a woman without 
water”.115 
 
Such practices, apart from being problematic in terms of controlling women’s 
sexuality, also increase women’s risk to STI’s and HIV infection, by creating lesions 
and altering the flora of the vagina.116 
 
Unequal power in sexual relations leads to the sexual double standard which has 
alarming implications for both men and women’s ability to prevent the sexual 
transmission of HIV.117  Unequal parties are not in a position to negotiate when they 
have sex, how often and how they can protect themselves from STIs and HIV. 
There are many difficulties for women in challenging male power “in the lonely 
moment of private relations and to negotiate for safer sex.”118   However, it is 
within the context of unequal power relations that women are required to take 
preventative and protective actions aimed at minimizing their risk of contracting 
HIV.119  Generally there is a culture of silence about sex and sexuality – which 
enables male dominance, denies women their sexual rights and ensures that both 
men and women remain ignorant. 
 
Globally, the condoning of multiple partner relationships for men is a social norm 
that increases women’s vulnerability.  In many cultures, both women and men 
believe that a variety of sexual partners is acceptable and essential for men but not 
appropriate for women.  In a study of women from over ten countries undertaken 
by the International Centre for Research on Women (ICRW) the following was 
noted:   
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“Though many women expressed concern about the infidelities of their 
partners, they were resigned to their lack of control over the situation.  
Women from India, Jamaica, Papua New Guinea, Zimbabwe and Brazil report 
that raising the issue of their partners’ infidelity can jeopardise their physical 
safety and family stability.”120  
 
In a Malawian study it was evident that extramarital sex was not only more typical 
for men, it was also more accepted by women, “most likely because there is greater 
tolerance of male infidelity or because women are in a weaker position to initiate or 
enforce a divorce”.121  Furthermore the study revealed, not surprisingly, that men 
were better able than women to apply strategies to limit their risk of infection.122   
 
There is growing concern amongst women’s rights activists, women living with HIV 
and feminists involved in HIV and AIDS about the effect of male circumcision on 
women’s vulnerability.  Given the results of recent studies of the effectiveness of 
male circumcision, as a HIV prevention strategy for men the practise is being 
promoted as an effective prevention tool.  However, this effectiveness is more likely 
to lead to increased vulnerability for women as it is postulated that circumcised 
men may be even less likely to use condoms.123 
 
Young women have little power when it comes to deciding when, with whom and 
how to have sex - without power women are likely to experience little control over 
sexual relations with men.  A lack of control over their own bodies and sexuality 
increases their vulnerability to HIV, STI’s and pregnancy.  Sex between older men 
and younger women and girls is referred to as intergenerational sex or age mixing.  
Relationships with older men or “sugar daddies” have been seen as a key driver of 
the epidemic: whilst biological factors may account for young women’s greater 
susceptibility to HIV, there is clear empirical evidence that age-mixing between 
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young women and older men plays an important role in observed differences in the 
epidemiological pattern.124  Studies indicate that relationships between young 
women and older men are common in many parts of sub Saharan Africa and are 
associated with unsafe sexual behaviour and increased HIV risk. These relationships 
are largely premised upon material gain, with studies revealing that the greater the 
economic asymmetries between partners and the greater the value of a gift, 
service, or money exchanged for sex, the less likely the practice of safer sex.125 
Unfortunately such relationships are often accepted, partially because even where 
families do not like it, older men are seen as providing much-needed material 
support  in the form of school fees, transport money, groceries and so on.  
Acceptance is also links in to the double standards placed on male and female 
sexuality.  Men are protected by a society which condones the expression of male 
sexuality (including multiple partners and intergenerational sex) and women do not 
have sexual autonomy.   
 
Age disparate relationships have elevated HIV risks for young women in 
partnerships with men who are five or more years older.  In South Africa for 
example a very high HIV infection rate of 29.5% was found among girls 15-19 in 
sexual partnerships with an age disparity of five or more years.126  A recent study in 
Botswana found that for every year’s increase in the age difference between 
partners there was a 28% increase in the odds of having unprotected sex.127   It is 
important in discussions about young women’s vulnerability to discuss sexual 
debut, as early sexual debut is a significant predictor of prevalent HIV infection.  
Delaying sexual debut to avoid HIV infection at this especially biologically and 
socially vulnerable period is a key HIV prevention strategy, and even more 
important when the young women may have sex with an older man.128  It is also 
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important to address the barriers that may prevent young women from delaying 
sex.129 
 
Forced and early marriage also increases young women and girls vulnerability to 
HIV and is a feature in the lives of women in both Asia and Africa.130  Married 
adolescent girls have higher rates of HIV infection than do sexually active 
unmarried girls: early marriage increases coital frequency, decreases condom use, 
and virtually eliminates girls' ability to abstain from sex.131   Although married girls 
are less likely than single girls to have multiple partners, this protective behaviour 
could be outweighed by their greater exposure via unprotected sex with partners 
who have higher rates of infection.132   
 
Gender based violence 
 
One of the most serious implications of gendered relations of power is male 
violence against women and girls of all ages, which is pervasive in all societies and 
has serious implications for women’s ability to protect themselves from HIV 
infection. Violence against women and girl children, physical, emotional and/or 
sexual, is a product of the social construction of masculinity, which often condones 
male dominance over women.133  
 
The nature and extent of violence reflects the context of social, cultural and 
economic disparities between men and women.  Acts of violence happen in many 
contexts – home, marriage, workplace, and in public spaces.  All women and girls 
may live in fear of violence and this fear may be heightened in particular 
environments and at certain times.  The link between violence against women and 
HIV and AIDS is increasingly being recognised, and includes: 
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 Forced or coerced sex, which is likely to cause vaginal or anal tearing, 
lacerations or abrasions, thus increasing the risk of contracting an STI or 
HIV.  
 Violence following a woman’s disclosure to her family of her sero-status.  
Many women and girls who disclose their HIV status to partners, family 
members, and communities are physically and emotionally abused. In 
December 1998, a young South African woman, Gugu Dlamini, was beaten to 
death by members of her community after disclosing her HIV status as she 
was seen to be a disgrace to the community.134 
 Violence often increases in the home when household tasks cannot be 
completed due to the time taken to care for sick family members or from the 
caregiver’s own illness.135 
 Girls and women who are raped may be infected with HIV as a result of the 
rape.  Women who are raped have no or limited access to post-exposure 
prophylaxis (PEP).  For example, in the latest version of the Sexual Offences 
Act in South Africa, the provision of PEP is only available to women who 
report rape to the police, and given that most rapes are unreported access to 
PEP is compromised.136 
 The fear of violence may prevent women insisting on the use of condoms or 
other safer sex methods. 
 Myths such as the belief that having sex with a virgin is a cure for HIV137 
result in increased rape and sexual abuse.  This is exacerbated when ‘virgins’ 
are publically identified – for example through virginity testing. 
 
In war and conflict situations the risk and incidents of gender based violence 
escalate.  This is due to a combination of factors, including the breakdown of law 
and order and large scale population movements, specifically of women and 
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children.138   Violence against women in conflict situations is evident in counties in 
Southern Africa, for example, in Zimbabwe and the Democratic Republic of 
Congo.139   Conflict situations increase vulnerability of women and girls due to the 
rape of women and girls by opposing forces coupled with the fact that HIV rates are 
often higher in military personnel.  Rape is also common in refugee camps, often by 
emergency personnel.140  Increased survival sex is a feature of conflict situations, 
as women deal with the loss of income, a home, and supportive family members.141    
 
In the UNSG report142 on women and girls, HIV and AIDS in Southern Africa it was 
found that most countries in the region have an adequate legal framework within 
which to address the issue of violence against women.  The efforts of civil society, 
especially the women’s sector, have in many cases advocated successfully for a 
change in legislation which addresses the issues, for example, changes in law to 
acknowledge marital rape and extended definitions of rape.  Whilst legislation does 
exist, access to justice is not necessarily forthcoming.  Often women are reluctant 
to report rape or domestic violence for a variety of reasons including attitude of the 
police and courts, fear of the consequences, limited access to support for rape 
survivors to assist in the reporting process, and women not knowing their rights.143 
 
Given that there is generally a high level of tolerance towards violence against 
women in society, even when the perpetrator(s) are brought to court they are often 
not convicted or receive light sentences.  The case study in chapter eight highlights 
the issues of violence against women and the power wielded by different 
institutions in upholding male privilege.  In many instances the wheels of justice 
turn slowly.  This is particularly traumatic for women and girls who reside in the 
same home or community as the perpetrator.  In many cases women and girls 
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believe that husbands / partners/ boyfriends have a right to physically assault them 
if they do not want to have sex.144  
 
In summary, the vulnerability model provides a useful framework to understand 
why women and girls are experiencing high prevalence rates and are particularly 
susceptible to HIV infection.   
 
2.2 Impact of the three epidemics on women and girls 
 
Since 2000 AIDS has been the leading cause of death in Sub-Saharan Africa and 
the fourth cause of death globally.145  The effects of HIV and AIDS have been 
devastating and have impacted at a micro and macro level, on society, 
communities, households and on individuals. Growing numbers of women and men 
are living with HIV and AIDS and have to deal with a multitude of complex mental, 
emotional, social and financial issues. HIV and AIDS affects all women and men 
regardless of class, race, sexual orientation and HIV status, however these other 
realities and subject positions will influence how HIV and AIDS impacts on their 
lives. Much has been written about the impact of HIV and AIDS and there is ample 
evidence that women are affected disproportionately.146 A key impact of HIV and 
AIDS is the entrenching of gender inequalities and other factors that drive the 
epidemics.   
 
The impact of HIV and AIDS on women has been referred to as `triple jeopardy’.147  
This term refers to and acknowledges the impact on the different key gender roles 
that women are generally expected to fill: that is productive; reproductive; and 
community.  The gender division of labour clearly differentiates between men’s 
work and women’s work, and the reality is that men’s work is valued while women’s 
work is not.   Women fulfil the following roles: 
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 Reproductive role: which includes the childbearing and rearing 
responsibilities as well as all domestic tasks  
 Productive role: Women’s (and men’s) productive role comprises work that is 
done for payment or for kind.   
 Community managing:  Women’s activities in the community are defined as 
an extension of their reproductive role.  They may include the provision and 
maintenance of scarce resources of collective consumption such as water, 
health care and education – work that is undertaken voluntarily and 
undertaken in  so called free time.148 
 
The gender division of labour within the household means that women generally 
perform the bulk of child care and household activities. When in addition to 
household work, income generating activities are taken into account, women work 
significantly more hours than men.  HIV and AIDS affects women as individuals, 
mothers and caregivers in these socially defined roles.  The positioning of women 
throughout the history of the epidemic has been problematic, and has been 
influenced by how women are viewed:  at various points in the epidemic, women 
have been referred to ‘innocent victims’ as well as ‘vectors of transmission’ to their 
partner and/or child.  In many instances women have been viewed only in their role 
as mother, to the detriment of their own needs, treatment issues and prevention.149 
 
The impact of HIV and AIDS has increased the responsibilities of women at a 
household and community level.  Whilst care is often narrowly defined as care for 
the sick and dying in the home and community setting, the reality is that care is 
much more.  It extends to emotional and mental care, care for children who have 
lost one or both parents, and palliative care.  It also involves spiritual care, 
including attending funerals.  One home-based care organisation noted that women 
staff are exhausted on Mondays because of the work they do at the weekend 
funerals of those they have cared for.150 
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In a household study conducted in South Africa 68% of caregivers in the 
households surveyed were women or girls, with 7% younger than 18 and 23% 
older than 60.  Over 40% of households reported that the primary caregiver had 
taken time off from formal or informal employment or schooling, which impacted on 
the economic situation of the family and the school attendance of girls.151  It is 
common for women who are sick to be sent back to their family, whilst when men 
are sick it is expected that the wife or a female member of the wife’s family will do 
the caring.  Women and girls lost as much as 60% of time from other housework or 
gardening which affects the ability of poor households to grow food for consumption 
or sale.152  Primary care givers also experience emotional strain.153 Caring for a 
person living with HIV is often made more difficult by issues such as lack of access 
to water and sanitation. 
 
Much of the care provided in both urban and rural areas in the region is provided by 
volunteers, the vast majority whom are women.  Some women are spending hours 
every day providing primary care for children without parents, or tending to sick 
and dying people.154  There is little in the way of care for caregivers who often 
experience exploitation, high levels of burn-out, low social status and recognition 
and may even be discriminated against.  Many women receive no incentives for the 
work they do.  Often the carer is as poverty stricken as the people she is assisting. 
 
….”for paltry sums of money or nothing at all, women are exposed to 
violence and harassment in people's home, often traipse around in the 
dark, are taken out of the circuit of looking for paid employment, use their 
own scarce resources to care for patients, are in the front line for exposure to 
opportunistic infections and TB especially, when many of them are 
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themselves living with HIV. So it is not gender blind or gender neutral but 
actually deepens oppression”.155 
 
May refers to the ‘time poverty’ experienced by women which is the result of the 
long hours women spend on their reproductive roles, collecting fire-wood and 
water, child care, cooking and cleaning, to the detriment of their own well-being.156 
Many women living with HIV also have the added pressure of being ill themselves 
and having to provide care for their partner and / or sick child.  For a woman living 
with HIV, such an increase in workload often means that she does not have time to 
adequately care for herself and attend to her own needs.157  As noted by Crewe, 
home-based care is a middle-class concept as it assumes that the resources 
(including human) are available in the home yet this is not always the case.158  The 
contribution of women in prevention and care is seldom recognised and almost 
never quantified. 
 
The social impacts do not just affect adults but children as well. A growing trend is 
to take children, especially girls, out of school to care for the sick and help with 
other household duties. For example in Swaziland school enrolment has fallen by 
36% due to HIV and AIDS with girls most affected: this impacts on their education 
and future prospects.159   Although withdrawal from school is often associated with 
girls, studies show that in certain cases boys are also withdrawn from schools when 
relatives become ill or die. However, it is more likely that they will be expected to 
supplement family labour on farms or in income generating activities.160 
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2.3 Understanding Programmatic Vulnerability.  Current approaches to HIV 
& AIDS 
 
In order to effectively address the three epidemics, and reduce programmatic 
vulnerability, it is vital that those working on HIV and AIDS understand the factors 
that drive men and women’s increasing susceptibility to infection, as well as analyse 
the impact that HIV and AIDS is having on individuals, households, communities 
and society.    
 
2.3.1 Traditional approaches 
  
The initial response to HIV and AIDS in many countries was to view and address 
HIV as a health issue, ignoring the social, economic and human rights dimensions 
that impact on both prevention and care.   The response was “often reactionary, 
invoked in the name of public health and frequently at the expense of human 
rights.”161  The health model views health as something over which the individual 
has personal control. Thus, the approach of the health framework is to give 
information and encourage ‘healthy’ choices. The responsibility for health is placed 
on the individual, in a social vacuum. This fails to acknowledge that choices and 
decisions will be shaped by what is known and  also by fears and prejudices, as well 
as by limitations on the means of the individual to act.162   Such an approach can 
undermine the health and well-being of women and men.  
 
Responses to HIV and AIDS occur along the prevention-care continuum which 
addresses the impact of the epidemics on people who are HIV negative as well as 
those affected and infected. Using such a framework requires comprehensive goals 
of integrated prevention, and care and support for individuals and families affected 
by HIV and AIDS.  It is possible to do a gender analysis as gender inequality is 
evident at all stages of the prevention-care continuum, and affects among other 
things, the possibilities of prevention, access to appropriate materials, information 
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and resources, the quality of care received, and chances of survival.  However, it 
cannot be assumed that responses following this model do in fact address gender. 
 
2.3.2 Human Rights approach 
 
A human rights approach emphasises the claims or entitlements that all people 
have to a full and satisfying life, in which each person is able to develop to his or 
her full human potential. Human rights set global standards for human well being 
and development.163   HIV and AIDS is a human rights issue because:164  
 
 The lack of access to prevention methods, appropriate information and 
materials, treatment and care, leading to vulnerability to HIV is linked to 
human rights violations such as poverty, inequality, racism, homophobia and 
sexism. 
 People living with HIV and AIDS and those affected by these epidemics are 
often unable to live a life of equality, dignity and freedom as their rights are 
often violated on the basis of their HIV status.  This includes the right to 
privacy, confidentiality, access to acceptable health care, reproductive and 
sexual health services, employment, education, freedom of movement and 
the right to travel. 
 
A focus on the concept of human rights alone is, however, not sufficient as often 
articulations of human rights do not take women into account. Evidence of this can 
be seen on a daily basis where gender-based abuse and discrimination is 
sanctioned or tolerated by society.   Traditional human rights formulations are 
based on a typical male model and applied to women as an afterthought, if at all.165 
There is also a tension between acknowledgement of and implementation of human 
rights. For example, men may care about reproductive freedom, but their lives are 
not threatened by the lack of it, and they do not face the same consequences of 
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failure to enjoy and access reproductive freedoms.166   Marginalised people are even 
more likely to be denied their rights.167 
 
HIV and AIDS are clearly linked to reproductive and sexual rights. The social and 
cultural aspects of sexual and reproductive activity promote and entrench gender 
inequality and increase both women and men’s vulnerability to HIV infection. 
Reproductive rights refer to rights that focus on and relate to the potential and 
ability to procreate. This includes issues such as fertility, family planning and 
termination of pregnancy. Reproductive rights take on another dimension in relation 
to HIV and AIDS, as hard-fought battles of the feminist movement are being 
eroded. An example of this is the control often exerted by health care workers over 
the reproductive choices of women living with HIV and AIDS. Incidents of women 
living with HIV requesting termination of pregnancy and being ‘forced’ into 
sterilisation have been noted.168  Often, women living with HIV and AIDS are not 
given accurate information regarding pregnancy and breast-feeding.169  Women 
face difficult decisions regarding breastfeeding as a culturally preferred option. A 
decision to not breastfeed can lead to a forced disclosure of women’s HIV status.170  
Women have also reported judgmental and hostile attitudes from service providers, 
including testing without consent and refusal of services.171  
 
Whilst reproductive rights are vitally important, they are by definition narrow, in 
that they normally address the rights of heterosexual men and women of child 
bearing age. It is important in the context of HIV and AIDS that we also talk about 
sexual rights, a more inclusive term which focuses on the ability of men and women 
to make choices about the expression of their sexuality and their sexual lives, 
including who they have sex with, how, and why.172  It is also important that sexual 
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and reproductive rights include the rights of lesbian, gay, bisexual, transgended 
and intersex (LGBTI) communities. 
 
A sexual rights framework for men and women embodies the right to:173 
 Have control over one’s own body.  
 Have sex when, with whom and how one wants and not be forced to have 
sex. 
 Make decisions about one’s own sexuality. 
 Have sexual enjoyment. 
 Protect oneself from the risk of the consequences of sex, such as pregnancy, 
sexually transmitted infections and HIV. 
 Have access to non-judgemental, responsive services which help deal with 
sexual health concerns. 
 
Sexual and reproductive rights are seen as rights and freedoms for women and 
men.  Sexual and reproductive rights are vital if women are to access quality of life 
and well being have increased options and if HIV and AIDS prevention and care 
efforts are to be successful.  However, it is also critical that women enjoy other 
basic human rights if the broader inequalities that drive the epidemic are to be 
addressed.  
 
There are different United Nations conventions, that is, pieces of international law 
which are signed by countries and are referred to as binding. These declarations 
have clauses that can be used in activism and advocacy to reduce vulnerability to 
and the impact of HIV and AIDS.  For example, CEDAW is a critical tool to both 
understand and act against gender inequality and discrimination.  Other important 
conventions include the Universal Declaration of Human Rights and the United 
National General Assembly Special Session (UNGASS) Declaration of Commitment 
on HIV and AIDS. 
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2.3.3 Approaches to gender: what exists 
 
The gendered nature of the response to HIV and AIDS can be plotted along a 
continuum ranging from promoting gender stereotypes through to the eradication 
of gender inequality through the transformation of society.  Responses to HIV and 
AIDS may be positioned at any point along this continuum. The closer the response 
or particular intervention is to gender transformation the more fundamental the 
change that will emerge. It is clear that responses to HIV and AIDS have the 
potential to entrench or challenge the gender status quo which exists.  To-date 
programmes have generally not successfully addressed the gendered challenges of 
HIV and AIDS, or have deliberately attempted to entrench existing structures of 
control over women, for example the President's Emergency Plan for AIDS Relief 
(PEPFAR) fund and its insistence on the promotion of abstinence before marriage 
and fidelity.   Gupta’s174 framework to assess the extent to which HIV and AIDS 
responses address gender identifies five levels: a focus on stereotypes, gender 
neutral, gender sensitive, transformatory and empowerment.  The Gupta model is 
important as it provides a framework within which to locate responses to HIV and 
AIDS and programmes and has been specifically designed to address the 
gender/HIV interface.175  
 
Focus on stereotypes 
 
Many approaches use gender stereotypes to get their message across, which result 
in entrenching HIV and AIDS related stigma. Gupta describes this approach as 
programmes and or materials which promote a “predatory, violent, irresponsible 
image of male sexuality”176 whilst women are portrayed as powerless victims. It 
also includes materials that focus on other stereotypes of women, like materials 
that portray sex workers as a source of infection. Some examples include a 
prevention poster in which a sex worker is depicted as a skeleton, with the caption 
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‘What you see is not what you get: AIDS Kills’ and a prevention postcard which 
depicts the following: Joystick (on male body covering a penis) Play-station (on 
woman’s body covering vagina) Game over (on picture of virus). Such images 
reaffirm the idea that men are active in sexual relationships and women are passive 
or that people who fall outside the remit of acceptable feminine or masculine 
behaviour, for example, sex workers are ‘to blame’ for the spread of the virus.177  
These images also portray a diagnosis of HIV as an instant death sentence that only 
serves to further stigmatise people living with HIV and AIDS. 
 
Gender neutral programme 
 
Gupta defines gender neutral programmes as programmes or materials that do not 
distinguish between the needs of women and men, and that do no harm. Examples 
given are messages such as ‘be faithful’, ‘stick to one partner’ or ‘use a condom’. I 
would argue however, that gender neutral programmes or messages do, in fact, 
cause harm. If we analyse the example used by Gupta, messages such as ‘be 
faithful’ or ‘stick to one partner’, could, in fact, lead to increased vulnerability of 
women to HIV infection.  This is due to the fact that many women who are faithful 
to their partner believe that because they are faithful, they are safe from HIV 
infection, when it is not necessarily the case.178 Such messages also contribute to 
the third epidemic, stigma, by blaming those who have more than one partner.   
 
Gender sensitive approaches 
 
Gender sensitive approaches respond to the different needs and constraints of 
individuals based on their gender and sexuality. Many current AIDS programmes 
operate at this level, where women’s practical needs are identified and attempts are 
made to meet those needs through service delivery. This includes programmes 
which focus on the provision of the female condom, income generation or 
increasing women’s access to health services.  
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Approaches to working with men may also fall into this category, providing 
education to men that is based on their roles as decision makers in their 
relationships with women and help them look at how they can make better, safer 
decisions that can protect themselves, their female partners and their present and 
future offspring. These approaches often play into the concern of the man about his 
lineage being sustained, by encouraging him to keep negative and therefore have a 
healthy baby to carry on the family line. Gender sensitive programmes will impact 
on the immediate lives of women, but will not necessarily challenge the gender 
power relations.  Such responses fall short of challenging the status quo whereby 
men hold decision making power and use this power to control the sexuality and 
sexual rights of their partners.179 
 
Transformation   
 
Gupta180 focuses on relationships as the critical point at which transformation 
occurs. My definition of transformation is broader and includes radical change at 
personal, relationship (including the redefinition of heterosexual relations), 
community and societal levels, addressing the systems, mechanisms, policies and 
practices that are needed to support such genuine change.  In a gendered 
approach, the transformation of gender relations leading to gender equality is the 
key objective, and must happen at a personal, organisational, programmatic and 
societal level.  Whilst the initial point of entry may vary between these levels, it is 
vital that the progressive realisation of the transformation goal occurs at all four 
levels.  This does not mean that each organisation has to engage at each level.  
Working towards a common goal, that of gender equality can be tackled from 
different angles.  
 
Is working with men transformatory?  Focusing on women alone may add to 
women’s burden of HIV and often leads to the view that women are to blame. 
                                      
179
 Tallis, V. 2002. a 
180
 Gupta, G.R  2000. 
59 
 
However, the involvement of men does not necessarily improve the lives and health 
of women, and may in fact entrench the gender inequalities that exist in society. 
There has been a recent tendency in HIV and AIDS work to shift resources 
previously used for women towards projects targeting or involving men. Targeting 
men may run the risk of reinforcing the dominance of men over women in intimate 
relationships.181 
 
The potential problems of focusing on men at the expense of women are 
highlighted in the debates around potential microbicides, with the enormous 
controversy over the potential for women to use a microbicide without their partner 
knowing.   Covert use of microbicides is often seen as unacceptable and the 
involvement of men as paramount.  However, it is important to understand why a 
microbicide is necessary in the first place and to look at the realities of women’s 
lives - that many women are vulnerable to HIV and STIs for many reasons including 
the fact that they have little power in their relationships.  Not all microbicide usage 
will be ‘covert’; some women will be in a position to communicate with their 
partners.  Many other women will not be able to, or will choose not to negotiate use 
of a microbicide with their sexual partners and for these women covert usage is one 
of necessity or choice.182  
 
Despite the above reservations, working with men can provide opportunities to 
challenge the position/power they hold in society and in their relationships. Men’s 
dominance in deciding how and when sex takes place, their use of violence against 
women, their reluctance to pay attention to their health needs and some men’s 
resistance to using condoms are among the biggest challenges to reducing HIV risk 
worldwide.183  Corresponding work aimed at women and men in the community 
should not be neglected because the wider community plays a crucial role in 
reaffirming negative constructions of masculinity.  It is important to identify specific 
work with men that has been shown to significantly re-define masculinity in ways 
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that challenge the status quo and can impact on sexual vulnerability of both men 
and women. 
 
Programmes with women, including married women, must continue to be 
supported. Whilst women may be vulnerable this does not mean that they are 
powerless.  Programmes empowering women do work and provide an important 
arena for more focused work on their needs.  Although gender-sensitive approaches 
are a good start, the empowerment of women is an important goal and a means to 
truly address the spread of HIV and AIDS. However in most societies empowered 
women are often mistrusted and marginalised within their own communities. Only 
with the transformation of gender relations at all levels of society will women and 
men be able to have healthy relationships. 
 
Approaches that empower 
 
Programmes that empower women focus on improving access to information, skills, 
services and technologies, but also go further to ensure participation in decision 
making at all levels.184 Empowerment, in its most literal sense refers to people 
taking control over their own lives, gaining the ability to do things, to change and 
define their own agendas.185   This view of empowerment implies collective and 
personal empowerment. Steps include building a positive self image and self 
confidence, developing the ability to think critically, building up group cohesion and 
fostering decision making and action. 
 
Approaches that empower start with people’s lived realities which are complex and 
diverse.186  Lived realities are experienced differently by each individual through 
three critical and inter-linking levels, identity, services and institutions. These 
aspects and levels will be more or less important in different contexts and at 
different times in a person’s life. 
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Empowerment requires genuine participation; the “intent to hand over power to 
interpret, analyse and come up with solutions”.187   Participation can lead to more 
efficient development; participation is also empowering is an end in itself.  People 
most affected by any development issue must be part of the process of defining the 
problem and finding solutions.  In responding to HIV and AIDS, this will include the 
poor and the marginalised, for example, women, men who have sex with men and 
injecting drug users.   
 
Empowerment can be seen as an end in itself, as well as a means to an end, that 
is, the transformation of gendered power relations. When women and men are 
empowered, they are able to take the necessary actions at a personal, 
group/collective ‘community’ level and at an institutional and broader societal level 
to confront, address and shift the inequality within gender power relations.  
 
Claims of empowerment, however, are often just rhetoric.188   Given that HIV in 
Africa is transmitted largely through heterosexual sex in the context of gender 
inequality, impacting on the spread requires a transformation in gender relations. 
In this context, the focus has been on the ‘empowerment of women’ but in practice, 
transformations in gender relations are hard-won against the embedded structures 
of male power, even where, as in the case of AIDS, sexual relations put men at risk 
too.  If the reality of power is neglected, the call for empowerment may remain 




The HIV and AIDS epidemics impact on women’s lives in different ways.  Women’s 
vulnerability to HIV infection is drive by a complex combination of personal and 
societal factors.  Furthermore, the impact of AIDS programmes cannot be 
disregarded; depending on the underlying principles, content and programme 
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design, organisations and institutions responding to HIV and AIDS can either 
increase or decrease vulnerability.   The responses to date have fallen far short of 
what is needed to make a significant impact on the epidemics in general and on 
women’s lives specifically.  Recent moves to scale up programmes in an attempt to 
make a greater impact, for example, male circumcision, will impact negatively on 
women. 
 
Given the underlying causes of HIV and AIDS, and the current responses to date, it 
is obvious that alternative approaches to the pandemics are needed.  A feminist 
approach would be based on the fundamental belief in the need to challenge 
women’s oppression and to transform society beyond ensuring women and men’s 
equality.   
 
Power is at the centre of understanding women’s oppression.  Subverting power is 
also seen as a critical strategy in transforming patriarchal society.  Feminist 
responses are mindful of both women’s position and condition, addressing the 
structural factors driving the epidemic, as well as ensuring that short term 
strategies, such as service provision, understand women’s realities and integrate 
the realities into programming.  The next chapter explores in greater detail feminist 
approaches to power. 
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The premise on which this thesis is based is that power can be seen as both a 
driving force on the pandemics, especially in relation to the position of women, and 
also as a potential solution to address and mitigate the impacts of the pandemics 
on women and girls. 
 
There are two approaches to analysing and understanding power and gender.190 
Firstly, one can address the issue by taking gender as the central concept, and 
develop a specific feminist theory on power, inequality and the impact on women, 
men, girls and boys. Alternatively, one can take power as a central concept and 
integrate a feminist or gendered understanding to explain the realities of the lives 
of women and men.  In reality, the two concepts are indivisible and therefore need 
to be addressed together.  For the purposes of this thesis I have chosen the first 
option: to see gender and gender relations as the starting point, given that feminist 
theories of gender are also about power, whilst very few theorists on power take 
into account issues of gender.  
 
This chapter provides a theoretical underpinning to the discussion on power as 
problem and power as solution. Although traditional theories of power will be 
touched upon, the discussion will be based on feminist theories of, and responses 
to, power, that is addressing three types of ‘positive’ power– power to, power with 
and power within.    
 
Firstly it is important to define and analyse the contested term “gender”.  
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3.1 The ‘problem’ of gender 
 
Gender is a critical core of feminist scholarship, and provides both a paradigm and 
an analytical tool to provide a detailed analysis of social life and the social order.  
The term was introduced by the feminist movement in the 1970’s as a conceptual 
framework to understand the relationship between men and women and theorise 
patriarchy.    Patriarchy refers to a system of male domination which oppresses 
women through its social, political and economic institutions:191 patriarchy / male 
dominance is evident at the different sites of struggle, women’s bodies, intimate 
relationships, the household, family, community and society.    Characterised by 
power, dominance, hierarchy and competition,192 patriarchy is a system that cannot 
be reformed but instead needs to be eradicated.   Patriarchy provides feminists with 
a concept that describes the totality of women’s condition and position.    
 
Some feminists193 believe that patriarchy has been eroded in the past two decades.  
Whilst it may be true to say that in some parts of the world women have greater 
access to political processes as well as economic resources, this does not translate 
to the transformation of a patriarchal regime.  Even in countries were the inequality 
gap has lessened, women are still oppressed in their personal domain; women’s 
bodies and intimate relationships are still contested sites of struggle.  In the South, 
male domination is very apparent and remains a useful concept to frame the 
realities of women’s lives.  It is also important to locate, within a patriarchal 
framing, women’s experiences of race, class, religion, sexual orientation, ethnicity 
etc. 
 
As noted, gender has now become a multiply defined term and is open to different 
understandings.  Whilst initially it was a political term, in recent years it has lost its 
political undercurrent: what is now known as a “gendered” approach is often at the 
expense of a feminist agenda which gives a high priority to help women change or 
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transform power dynamics.194  Through the mainstreaming of gender, the 
understanding of the term has become descriptive, focusing on the roles and 
responsibilities of women and men as different but not problematised.195  Griffen 
cautions against the use of gender as an analytical tool as it distorts the real issues 
and only provides support for some levels of gender equality, which ignores the 
fundamentals of feminism.196    In a feminist use of the term, gender is “not simply 
regarded as matter of difference but rather as the power of asymmetry.”197  Within 
this asymmetry there are three elements of gender to be considered: firstly, the 
individual, including how men and women behave, their beliefs and attitudes and 
gender identity; secondly, the social structure, including gendered divisions in the 
social activities of labour and thirdly the symbolic orders, including gender 
representations, and what is understood by masculinity and femininity.198  Critical 
to a feminist understanding, and not evident in more mainstream uses, is the 
power imbalance between women and men, and the resulting oppression of 
women.   
 
The question is whether current gender discourse is diverting the feminist agenda, 
which is essentially to resist women’s subordination and patriarchal institutions.  
For some feminists the term gender has become so distorted that its initial meaning 
has been lost and it has in fact become counterproductive to addressing women’s 
oppression.  In short, gender is diverting the feminist agenda, which is first and 
foremost to resist women’s subordination and patriarchal institutions.199 
 
“The shift from tacking women’s oppression under patriarchy (that is, 
feminism) to a focus on gender equality as a development issue (that is, 
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gender mainstreaming and gender sensitivity) has been a concern for some 
feminists because it has de-politicised the struggle for women’s rights”.200 
 
Given that gender once was a political term, and that it has to some extent been 
accepted into traditional responses to HIV and AIDS, it is important to determine 
how to ensure that gender work does not lose track of feminist principles and 
objectives.  A useful framework is that of Jahan who presents two gender-
mainstreaming approaches201 - integrationalist and agenda setting.  The 
integrationalist approach202 to gender mainstreaming builds gender issues within 
existing development paradigms.  Whilst widening the concept of women in 
development to include men, the overall agenda is not transformed.  Instead each 
issue is adapted to take into account women and gender concerns.  Within the 
integrationalist approach, the term gender may be used, but not the concept as it 
was originally defined.   The integrationalist approach is the most common way of 
understanding and operationalising mainstreaming.   
 
An agenda setting approach looks at the transformation of the existing 
development agenda with a gender perspective.  The key strategy is the 
participation of women in decision-making, and more importantly, women who are 
involved in development decisions need to represent the needs of women.  In this 
way it is possible to bring about fundamental change.  Women becoming part of 
and re-orientating the mainstream.  
 
For many working in the HIV and AIDS sector, government, NGO and community 
based organisations (CBO) a technocratic, depoliticised view of gender is evident in 
policy, planning and programming.  What constitutes a gendered approach should 
be defined by both who one is working with (women, men or men and women), as 
well as what one is doing.  Initially a ‘gendered’ approach meant working with only 
women, for example, either working to address practical needs or attempts to 
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empower. However, the belief that women are “powerless” and are unable to affect 
change on their own, given the many factors constraining women’s ability to 
negotiate safer sex the focus has changed.  For some, the “limitations” of working 
with women are couched in protectionist terms:  
 
“Empowering women in contexts where gender inequalities are pervasive 
necessarily runs the risk of heightening tensions and increasing violence 
against women”.203 
 
Even more problematic is the belief that empowerment of women actually increases 
the risk of HIV transmission 
  
...”when young girls, operating in an environment where human rights 
discourses are available, use the newly discovered power of their sexualised 
selves to take voluntarily numerous sexual partners.”204 
 
A gendered approach may now mean working with women and men, or with a focus 
solely on men. This is evident in HIV and AIDS where the focus of many 
programmes and campaigns is now on “involving” men.  As discussed in chapter 
two, this is not a problem in and of itself, but when programmes targeting men are 
at the expense of programmes for women, or target men but do not challenge 
gender inequality or entrench the status quo, such approaches are 
counterproductive and dis-empower women. 
 
The focus on gender inequality has heralded a move away from women’s resistance 
to patriarchy, and from feminist concepts of transformation of social institutions to 
ensure women’s rights and empowerment.  There are concerns about gender as an 
analytical tool (and therefore a more technocratic approach) and the distortion it 
has caused by superficially supporting gender equality which ignores the 
fundamentals of feminism, that is the need for transformation of patriarchal 
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institutions.   Key to this discussion perhaps is in the agendas of who uses the 
concepts and the approaches.  Although we have moved way beyond second wave 
feminist distinctions of liberal, radical and socialist feminism, there are still many 
types of feminisms, and different discourses and methodologies.  In short, it is 
possible to still use gender tools in a way that keep the political understanding of 
the concept, and it is important to acknowledge that not all so called gendered 
approaches are political.   
 
3.2 Understanding power  
 
Literature on power over the decades clearly demonstrated that it too is a 
contested concept; there are many theories of power using different discourse and 
paradigms.  Power can thus be seen as polysemic, in that it has multiple and 
diverse meanings which are appropriate to different settings and concerns.205  The 
complexities of power are highlighted in the literature.  Lukes cautions against 
attempting to define power, given that the multiple understandings of power are 
context sensitive and specific; however it is important to begin to define the 
concept, in order to better understand how power operates and how it can be 
subverted.  As Allen206 notes, the aim of definition is to provide a useful analysis for 
(feminist) theorists to seek to understand, analyse and contest women’s 
oppression.  As a starting point the following definition highlights some key aspects.   
 
Power is  
 
.... “a set of processes whereby one party (be it an individual, group, 
institution or state) can gain and maintain the capacity to impose its will 
repeatedly upon another, despite any opposition, by its potential to 
contribute or withhold critical resources from the central task, as well as by 
offering or withholding reward or by threatening or invoking punishment”.207 
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There are important elements contained in this definition that have resonance with 
other mainstream definitions of power.  Firstly, power is a process and secondly 
power over is a way of enforcing will through the utilisation of various coercive 
methods to maintain power.208  Some elements of this definition are disputed.  For 
example the notion of individual power is disputed by Arendts who states that  
 
“Power corresponds to human ability not just to act but to act in concert. 
Power is never the property of an individual: it belongs to a group and 
remains in existence only as long as a group keeps together”.209  
 
However, most feminist theorists believe in individual and collective power and the 
need to harness both.  Power is seen to be fluid, pervasive and socially 
embedded,210  and as such Morriss highlights the fact that power is obtained by 
virtue of one’s position, and this position is guaranteed through group 
membership.211 
 
Adding on from this definition Haugaard reflecting on Giddens212 presents four 
aspects of power and relationship: 
 
 Power is integral to social interaction, and is reflected at all levels not just 
social or political institutions. 
 Power is intrinsic to human agency “it is that which mediates the desired or 
intended outcomes of social actors and the actual realisation of these 
outcomes in their daily social practices.”213 
 Power is relational, that is it involves two or more actors.  
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 Power is enabling as well as constraining.  Power can be viewed as structured 
forms of domination or power over. 
 
3.2.1 Power over  
 
The most perverse type of power is dominance.  Lukes refers to power over as 
“power as potential” in that an agent (individual or group) has power over another 
individual or group.214   Power over is the “ability of an actor or set of actors to 
constrain the choices available to another actor or set of actors in non-trivial 
way.”215  Foucault highlights the many diseases of power; fascism, patriarchy, 
racism, homophobia.216  In such power exists the ability to bring about significant 
outcomes.  Power as domination is present wherever it furthers or does not harm 
the interests of the powerful and bears negatively upon the interests of those 
subject to it.217   Various mechanisms are used as means by which such power is 
able to secure compliance, for example, physical, emotional, economical or sexual 
control, confinement.   Power over is coercive, and it implies the compliance of the 
“weaker” group.   
 
What does it mean to have power?  Lukes believes that having power is being able 
to make or experience change and also have the ability to resist. This highlights the 
fact that both the “powerful” and the “weak” have power.  Women have the power 
to, and do, resist, both collectively and individually.  Lukes implies that power is a 
dispositional concept and identifies capacity.218  Furthermore he sees a relation 
between power over (dominance) and resistance, in that power over is maximised if 
resistance is minimized and power over can be diminished through resistance.  This 
has important implications for utilizing strategies of power in reducing women’s 
vulnerability to HIV and will be discussed in greater detail in the next section. 
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How then does domination work?  How do the powerful secure the compliance 
especially of those who are unwilling? And how do we know when domination is at 
work?  Lukes notes that we need to search behind the appearances for hidden, 
least visible forms of power that may be the most insidious.   
 
“Power of the powerful is to be viewed as ranging from across issues and 
contexts, as extending to some unintended consequences and as capable of 
being effective even without active intervention”.219 
 
It is also important to note that power does not necessarily involve observable 
action and may also involve inaction.  The expression of power may also be 
unconscious.  Power is real and effective in a variety of ways some which are 
indirect and some which are direct.  Based on Lukes theories Rao and Kellener 
discuss three types of power that add to understandings of how power is 
maintained: traditional power that is the power to make and enforce decisions, 
agenda power which is the power to decide what can or is considered in societal, 
organisational or institutional discourses and hidden power that shapes perceptions 
and preferences so that people accept that their place in the social / gendered 
order.220  In understanding power it is more important to interrogate forms and 
operations of power than to focus on who owns power.221 
 
Lukes222 presents three areas of contention in understanding power: 
 
 Agency vs. structural determinism, that is the extent to which a person has 
freedom of choice 
 
 The nature of power – “is power essentially a straight forward exercise of 
control or is it more likely to be elusive, ambiguous, complex or subtle?”223 
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 Consensus or coercion – is power an essential or even desirable fact of a 
highly organized society or is it simple domination and authority? 
 
According to Foucault, power relations are rooted in the whole network of society.  
The context is everything, and the study and understanding of power needs a 
starting point that is more empirical and more directly related to our present 
situation.224   For Foucault studying resistance against power is such a starting point 
for a deeper understanding of what power relationships are about.225  He articulates 
commonalities in modern struggles such as feminism, LGBTI rights, and race.  
These commonalities include the fact that they are transversal struggles, that are 
not limited to one country and that the target of the struggles are the effects of 
power.  They are also immediate struggles in that the struggle is against those who 
are closest and who oppress the most.  Although such struggles are urgent it is 
understood that an instant solution is not a reality.  Feminism and other struggles 
are about questioning the position and status of individuals (who are part of a 
group and those who are not part of the group).  Struggles against power often 
revolve around questions of identity, for example LGBTI or women. 
 
The notion that power is everywhere does not necessarily mean that power touches 
all elements of society and it is clear that power does not belong equally to all.  This 
does however, challenge the notion that power is only evident in domination and  
authority.   Power is seen to “construct and organise subjects in a variety or 
domains and discourses” 226  
 
Power is a process that both reflects and produces great social change in the 
dynamic of human interaction.227   Power dynamics take place between interacting 
members of a relationship, which is often reduced to the binary “powerful” and 
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“weak”.  Janeway notes that there is no other way to describe the position of 
women except in terms of their relationship to, and the effect of power,228 and that 
the view of power from below is a useful way of addressing power, in that it 
subverts power over and ensures that the starting point is not with the powerful.  
The complex nature of power highlights the need to engage on multiple strategies; 
whereas individual women experience and resist power over in their personal 
relationships and own sites of struggle, this is clearly not the only point of entry; 
resistance to power must also be at the “group” level, challenging patriarchal power 
at a society level to reduce the power it affords individual men.   
 
In summary, power over is oppressive, divisive and destructive:  the power of an 
individual or group to get another person or group to do something against their 
will.  Power over is enforced through violence or fear or social rules.  Power over 
can also be self-reinforced through fears or rules that women have ‘learned’ to 
impose on themselves.  Power is about control, not only over human bodies and 
physical and financial resources but over the ideology which sets rules and ideas.229   
The next section identifies feminist responses to power. 
 
3.2.2 Using feminist theory: Power as an Explanation for Vulnerability 
 
Power over is integral to explaining the elements and experiences of gender 
inequality and women’s oppression.  Feminists initially utilised a simplistic 
understanding of power, that is, to reduce power to a commodity that men had and 
women did not have.230   Over the years a more sophisticated analysis has 
developed, which views power as more than domination, and highlights the 
nuances and complexities of power as a process that to some extent ebbs and 
flows.  For example, in intimate relations, which are a fundamental site of struggle 
for women, the interaction between man and woman may be at times friendly 
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pleasant and intimate.231  However, at the same time, they can also be, and are for 
many women, sites of oppression, violence and coercion. 
 
Figure 3.1 demonstrates the links between power and vulnerability.  Power over or 
domination has a causal link to personal, programmatic and societal vulnerability. 
Figure 3.1 Linking power and vulnerability  
 
The figure demonstrates that male domination impacts on vulnerability leading to 
the oppression of women in general and on HIV and violence against women (VAW) 
in particular.   
 
Allen describes three ways in which feminists analyse power: 
 
 Power as a positive social good, a resource, the distribution of which is 
currently unequal between women and men.  The goal of feminism is to 
redistribute power as a resource and thus adjust current inequalities. 
 Power as a relation that is a relationship of male domination and female 
submission.  Power is equated with domination that includes “a pervasive 
didactic master/subject relations through which gender is created and 
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reinforced”.232  The goal of feminism is to dismantle the system of 
domination. 
 Power as a positive conception of empowerment and transformation. 
 
Allen postulates that: 
 
“A better feminist conception would be one that resisted the impulse to 
collapse power into either domination or empowerment, but instead 
highlighted the complicated interplay between these two modalities of 
power”.233  
 
This thesis presents case studies of activism that attempts to make sense of the 
interplay between dominance as problem and empowerment as solution. The aim is 
to add to knowledge about understanding the power that individual women and 
diverse groups of women can exercise. 
 
Power is fundamentally relational and whilst feminist theories of power are aware of 
the impact of intersectionality, that is other identities which may or may not be 
marginalised and which influence experience and realities, at the centre is the 
power differentials between women and men.   
 
.... “masculine domination, and the way it is imposed and suffered, as the 
prime example of .. paradoxical submission, an effect of what I call symbolic 
violence, a gentle violence, imperceptible and invisible even to its victims 
exerted for the most part through the purely symbolic channels of 
communication and cognition (more precisely, misrecognition), recognition or 
even feeling”.234 
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In feminist theory power over is thus a way to understand male domination; both 
the way it is enforced and the consequences of such domination. 
 
“The particular strength of the masculine sociodicy comes from the fact that 
it combines and condenses two operations: it legitimates a relationship of 
domination by embedding it in a biological nature that is itself a social 
construction”.235 
 
The precedence universally accorded to men is affirmed through social structures 
and organisation which includes productive or reproductive activities that are based 
on the sexual division of labour.  This disadvantages women in different spheres of 
their life.236  Although hegemonic masculinity, and understandings of the power of 
the elite, refers mainly to white, heterosexual men, all men benefit in some way 
from patriarchy and in this have access to power, at the very least in their intimate 
relationships and the household. 
 
“(sexual) intercourse occurs in a context of power relation that is pervasive 
and incontrovertible.  The context in which the act takes place … is one in 
which men have social, economic, political and physical power over women.  
Some men do not have all these kinds of power over all women, but all men 
have some kinds of power over all women; and most men have controlling 
power over what they call their women”237 
 
Given the relational nature of power and male dominance Davis argues 238 that 
there is a powerful – powerless binary which explains both women’s condition and 
position in society.  However, placing women in a category of complete 
powerlessness further diminishes whatever power she may in fact have access to.  
Some theorists, such as Janeway, Allen and Lukes have rejected the notion that 
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anyone is completely powerless.239  No individual or group is either totally powerful 
or completely powerless: 
 
“Even the most downtrodden and disenfranchised control some measure of 
resources, from personal to social, political, financial and / or institutional or 
some combination thereof.” 240 
 
Davis states that if power relations are strictly of a coercive or repressive kind, it is 
difficult to account for why women continue to go along with them.  Implying that 
powerlessness is false consciousness, Davis fails to understand that some women 
simply do not have choices.  This does not imply powerlessness necessarily, just 
that some women’s daily, lived realities are of extreme hardship, with few options, 
such as independently controlled resources.  This limits any real opportunity to 
exert control, for example to leave an oppressive intimate relationship.  This reality 
underscores the complexities of making fundamental changes that will reduce 
women’s vulnerability to HIV and AIDS.  All women have some power to challenge 
and resist, and whether they do so or not is not based on whether power 
relationships are repressive and is more to do with her own consciousness, internal 
processes and beliefs and access to resources that enable her to act against 
oppression. 
 
Allen241 notes the elements of a feminist theory of power should consider 
foreground and background perspectives, subject positions, cultural meanings, 
institutions and structures.  The foreground perspective enables an analysis of the 
bi-directional power relations that exist between individuals and groups, or groups 
and groups, for example, domination or resistance or solidarity.  The background 
perspective on the other hand focuses on the complex social relationships in which 
every relationship of power exists, and which provides the context in which some 
groups/individuals become more or less powerful.  Understanding the various 
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subject positions (and resulting conditions) of women and men in any given society 
or community, and the impact of power on women’s position is critical.  It is also 
important to examine power relations in terms of culturally encoded definitions and 
meanings, understanding that meanings of masculinity, femininity, sexuality may 
differ in different cultures, and this impacts on how understandings are intertwined 
with social practices.  Finally, a study of power is not completed if the perspective 
of the institutional context in which positions, meanings and behaviours are 
embedded is not analysed.  This including understanding the structural elements of 
power relations, including patterns of distribution and possibilities for resistance. 
 
3.3 Feminism as resistance 
 
“Feminist resistances challenge patriarchal power / knowledges and challenge 
institutionalized silencing of alternate discourses.  Feminist resistances are 
community based, from the grassroots and are grounded in diverse women’s 
beliefs in their rights but even more in their needs to transform the society in 
which they live, to change their relationships, home life and or 
workplaces”.242    
 
Where there is power there is resistance.243   Resistance refers to the ability of an 
individual or group “to attain an end or series of ends that serve to challenge 
and/or subvert domination.”244  Feminism(s) is a spontaneous reaction against and 
a strategic resistance to existing power relations,245 fighting against invisibility and 
silencing.246  Power is central in understanding, criticising, challenging, subverting 
and ultimately overturning the multiple axes of stratification affecting women.   
Foucault urges using resistance as a “chemical catalyst so as to bring to light power 
relations, locate their positions, and find out their point of application and the 
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methods used.”247  The starting point is to address the gender disparities as a 
universal, yet unnatural, socially constructed power reality, believing that as a 
structural process it can be deconstructed through consciousness raising and social 
change.  Feminist resistance is articulated through women’s movements and 
through individuals’ actions248 .  Feminist resistance challenges the dominant and 
prevailing discourses and paradigms and de-legitimises the status quo that places 
women in an inferior position.     
 
Some forms of feminism that have a strong belief in identity politics, assert that 
resistances are formed from the margins “from points of view that are disqualified 
by dominant discourses.”249  Fuss warns that one should not romanticize 
marginalization, as endorsing a position of perpetual or even strategically locating 
one’s self outside is not a viable political programme.250  However, real or perceived 
margins can and do provide a metaphorical home and provide people with a voice, 
a sense of individual and collective empowerment which at the same time produces 
resistance.  Movements of women living with HIV and the LGBTI movements are 
examples of working in and from the margins. 
 
“The margins which signify disqualification from dominant discourses are also 
locations from which transformative points of view and social action coalitions 
can be generated.”251 
 
Resistance cannot simply defeat, overturn or suddenly transform power that 
dominates, but can re-situate the problematic of power abuse.252  The end goal of 
resistance is not to overturn one system of dominance for another, but rather to 
deconstruct power relations by transforming or reconstructing social values and 
institutions.  Resistance itself is an “exercise of power, as a projection of alternative 
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truths253” Faith notes that there is no one resistance but rather infinite multiplicities 
of strategic resistance.   
 
“Women’s resistances are community based, from the grassroots and are 
grounded in diverse women’s beliefs in their rights but even more in their 
needs to transform the society in which they live, to change their 
relationships, home life and or workplaces”.254    
 
Resistance in and of itself, regardless of the outcome or ability to transform, is both 
an act and a process of power.  As noted by Faith “disempowerment accrues from a 
lack of resistance.” 255  Resistance weakens processes of victimization and 
generates personal and political empowerment through acts of naming violations 
and refusing to collaborate with oppressors. 
 
Foucault developed a concept of power that did not locate power in agencies and 
institutions but instead saw power evident in “micro-operations” utilising strategies 
and technologies of power.256  This points to resistance being possible both through 
confronting state and also in daily interactions and in intimate relationships. 
Resistance thus is possible at an individual and collective level.  Charles notes that 
the feminist insistence of the importance of collective as well as individual action in 
order to transform social relations is critical.257 There is a danger of focusing too 
exclusively on one at the expense of the other.   
 
Feminism(s) has produced and continues to offer a mosaic of resistances which 
address multiple sites of oppression for example, family, education, religion, and 
heterosexism.  Resistance has been on the basis of identity, for example, women, 
lesbian, or around specific issues, such as rape, violence against women, female 
genital mutilation, war or environmental issues.  It is obvious that resistance is not 
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static, monolithic or chronological; rather there are “multiplicities of strategic 
resistances”.258  The long history of the women’s movement and the first, second 
and third waves of feminisms attest to this. 
 
Understanding and addressing the oppression of women and addressing their 
development issues have undergone many different paradigms shifts over the past 
thirty years.  The evolution of approaches has changed with deepening 
understandings of the ways men dominate women and how some women dominate 
other women.  Intersectionality is an important aspect in understanding power, 
taking into account other oppressions based on race, class, ethnicity, age and 
sexual orientation.  Feminist understandings of power thus illuminate a complex 
and interrelated array of systems of dominance that taken in to account the 
diversity of experience and circumstance, and have adapted the challenges to 
power to accommodate this nuanced and evolving understanding. 
 
The long term goal of feminism is the eradication of gender as an organising 
paradigm of society.  As noted by Davis, a social order without gender as an 
organising dimension and category can exist; what is socially constructed can be 
reconstructed and social relations can be rearranged.259  
 
“Adequate feminist analysis of gender relations requires replacing a top down 
model of power with a model which treats power relations as something to be 
negotiated by parties who both have access to some resources, albeit 
unequal ones”.260 
 
Feminism as an ideology and philosophy is fundamentally about resistance to the 
invisibility and silencing that leads to the oppression of women.  Feminist resistance 
is articulated through women’s movements and through individual’s actions. 
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Resistance represents a particular way of exercising “power to” or empowerment. 
Resistance is actioned through exerting the power to, that is the fundamental 
power on which women must build the beginning of an answer to the powers of 
patriarchy and capitalism.261   Power to is the power to mobilise for change 
harnessing the power to do.262  Empowerment that is based on the power to 
involves gaining access to a full range of human abilities and potentials “resistance 
and empowerment understood in terms of power to, the capacity of an agent to act 
in spite of or in response to the power wielded over her by others.”263  Actions are 
seen as creative and enabling, as women reconstruct and reinvent themselves, by 
rising above the barriers and doing things never thought possible.  
 
3.3.1 Power as Solution  
 
Gender oppression, upheld by and resulting in, unequal power relations, provides a 
context or environment in which, for example, violence against women, trafficking, 
feminisation of poverty and HIV and AIDS are able to happen.  It is thus essential 
that the core of gender oppression, that is male dominance or power over, is 
challenged and that this is central to responses addressing women’s vulnerability to 
and impact of HIV and AIDS.   
 
 It is important to be mindful that the traditional socialisation of women is at 
variance with the skills and qualities generally associated with expressing power, 
for example, dependence, passivity, nurturance do not generally function to 
empower women.264   Furthermore, women are not a homogeneous group, but for 
the most part are oppressed and seen as a subordinate group, and the degrees of 
power women have are culturally and socially determined.  It is fundamental that 
women must harness their own power as a response to addressing the powers of 
repressive societal norms, social and economic marginalisation and patriarchy.  It is 
necessary to focus on the power that women retain, despite masculine domination.    
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More positive forms of power that can be used to challenge and subvert power 
over, are, according to Allen viewing power as resource, as resistance and as 
empowerment265.  Feminists writing about power highlight three types of positive 
power; the power to, power with and power within.266 
 
Power to  
 
Harnessing the power to is similar to resistance, the object being gaining access to 
the full range of human abilities and potentials.  Power to is the power to mobilise 
for change and the power to fight for justice.267  Actions that demonstrate the 
power to weaken processes of victimisation and oppression and generate personal 
and political empowerment through acts of naming violations and refusing to 
collaborate with oppressors.268  Exercising power to is both an act of, and leads to, 
empowerment.  The ultimate goal of empowerment is “the ability of the 




Harnessing the power within, refers to a bottom up approach reflecting women as 
“competent but constrained actors who are capable of making choices, articulating 
priorities and taking responsibility.”270  Power from within is power that is self-
generated.  It is the recognition that one is not helpless and not the source of all 
one’s own problems.  Power within is the basis for self-acceptance and respect 
which extends to respect for and acceptance of others. 
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Understanding and using power within involves a consciousness raising process in 
which women are able to reflect, analyse and assess their lives, especially on what 
has so far been taken for granted.   This involves uncovering “the socially 
constructed and socially shared basis”271 of the realities of women’s lives.  
Empowerment strategies for women “must build on the power within as a necessary 
adjunct to improving their ability to control resources, to determine agenda’s and 
make decisions.”272 
 
Power with  
 
Power with is synonymous with acting in solidarity, and refers to collective action. 
Power with is the capacity to achieve with others what one could not achieve alone,  
to act together for the attainment of a commonly agreed goal, that is agreed-upon 
end of challenging, subverting, and, ultimately overturning a system of 
dominance273. It represents the kind of power that a diverse group of women can 
exercise collectively when working together to define and strive to achieve common 
aims.  For example, women working together in solidarity include self-regulatory 
boards made up of sex-workers and brothel owners that seek to address trafficking 
and other issues facing sex workers.   
 
It is important to stress that the notion of “sisterhood” as solidarity, where all 
women are motivated to fight gender inequality may be erroneous.  Whist some 
women may stand together in solidarity it is in no way a given, and some women 
do not experience gender inequality as an issue.  Such women may chose to 
collude with those opposed to feminist resistance, and stand firmly on the other 
side.  An example of this is the polarised divide between women supporting the 
rape survivor and those supporting Jacob Zuma touched on in Chapter eight.   
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This feeds into a short diversion into identity and power, a theme that runs through 
this thesis. 
 
3.3.2. Identity and Power. 
 
According to Mama, identity is “all about power and resistance, subjection and 
citizenship, action and reaction”274  It is important to rethink identity if we are to 
comprehend power. 
 
Identities are hybrid constructions.275  As noted by Hall276 identity is more than 
‘being’ and should be viewed as a process rather than being static.    Essentially, 
identities are “fluid rather than fixed, constantly in the process of being constructed 
and deconstructed as the social context changes.”277 
 
Identities in this thesis are positioned in relation to geography and location, 
sexuality, political position, ideology, body and subject position – that is victim vs 
survivor..  Identity is fluid, circumstantial and yet many of the women interviewed 
for this study had strong sense of identity.  It is important to stress multiple 
identities, for example, defining one’s identity as women, as black women, as black 
women living with HIV and AIDS.  The notion of changing identities, based on 
evolving and different contexts are evident in this research – and Jacobs notes that 
identity cannot be divorces from context – including material factors and historical 
legacies278.   
 
The link between identity and power is demonstrated in this thesis by different 
subject positions, such as woman, lesbian, trafficking survivor and the power and 
influence that they have, individually and collectively.  However, this cannot be 
reduced to a cause and effect, that is, although it is easy to relate different 
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identities to powerless and powerful, these are not binary terms: that is although 
power and identity are linked one cannot only understand power through identity 




Power is both the source of oppression and the source of empowerment and 
transformation.279  The premise underlying my thesis is that patriarchy (which is 
driven and maintained by one group’s power over another group) is the “problem” 
driving the pandemics, especially for women, and that such power can be 
challenged in various ways and therefore can also be viewed as a solution.  This 
research seeks to examine how power can be used in positive and effective ways.  
That is, to understand how different applications of power can also provide 
solutions to challenging the gender inequality that drives the pandemics.  Both 
individual and collective subversions of power are useful and necessary. Critical 
issues in how feminism can address power include how to achieve solidarity, how to 
minimize difference and how to challenge the status quo towards systematic 
change. 
 
Through the presentation of case studies which examine power processes I hope to 
demonstrate concrete and practical examples of using different types of power, 
subverting power and individual and collective empowerment.  The next chapter will 
outline the methodology used. 
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Chapter Four: Methodology 
 
“Some of the most profound contributions of feminisms have been in the 
building of oppositional knowledge: knowledge that challenges the system of 
privilege, whether it be expressed at the social or interpersonal level.  New 




Methodology refers to both the theory and analysis of how research is carried 
out:281 in this research, feminist methodology was used.  Doing feminist research 
claims a particular theoretical position on the part of the researcher.282  In other 
words, the researcher needs to have an understanding of feminist theories as well 
as an inherent belief in feminist principles and identify as a feminist.  Feminism is a 
perspective or paradigm and not a method,283 and although it informs methods 
used, it more importantly shapes the entire research process in a fundamental way.   
 
Feminist social research methods are ‘intrinsically political.’284  The feminist 
researcher, more than likely has different identities over and above that of 
researcher which could include activist and advocate.  Feminist activists as 
researchers see “the right to establish the facts as being central to the exercise of 
power” but also look at ways to ensure the right to research is part of resistance 
efforts as well.285   
 
There are specific considerations that should be part of research generally but are 
highly significant in feminist methodology.  Research methodologies using a 
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feminist perspective286 are critical of the hierarchical power relations between men 
and women that disadvantage women.  This includes understanding gender 
inequality as inherent in what is being researched as well as being reflected in the 
research process itself.  Over and above tackling gender oppression it is also 
important to take into account other layers of oppression and marginalization, and 
ensuring that the voices of the marginalized are integrated into all levels of the 
research process.  Feminist research demands that women are at the centre of 
research, relationships between and among all involved in the research process are 
analysed and that any potential harm and control during the research process is 
minimised.   Feminist research often utilises qualitative methods that are non-
traditional in other research paradigms. 
 
Critical to the outcomes of feminist research is knowledge that can be applied, and 
that is practical and concrete.287  Feminist researchers create knowledge, but go 
beyond that to make social judgments about the applicability of the knowledge and 
advocate for social change to benefit girls and women.    “Oppositional research” is 
a term used to describe feminist research that is committed to challenging gender 
inequality and oppression.288  This was crucial in my decision to use such 
methodology:  I wanted to ensure that the research was relevant, could be applied 
to the response to HIV and AIDS, and would make a fundamental difference to the 
lives of women and girls.  Given that the research is about power, and that 
research is a political process, I also wanted to use a methodology that addressed 
power in the research process,  as will be explored later in the chapter. 
 
4.1 Aim of the research 
 
A critical underpinning of all feminisms is that the personal is political; this refers to 
the situations of individual women but also reflects the belief that all actions that 
address women’s issues and lives are also political in nature.  The act of research is 
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highly political, and this extends from formulating the initial research questions, to 
the decisions regarding data collection and analysis and importantly to what 
happens to the knowledge created after the research is completed.  The 
fundamental aim of doing feminist research should be to improve and benefit 
women’s lives. The researcher must demonstrate a commitment to both the 
group(s) of women who are directly part of the research process, and also add to 
the body of knowledge of the difficulties and challenges of women’s lives in ways 
that can be applied to addressing the oppression of women and gender inequality.   
 
A critical aspect of feminist research is thus carrying out research of value to 
women, which will contribute to social change.  This may include changing theory, 
bringing new topics into the discipline, consciousness raising, producing data that 
will stimulate or support political action or policy change.289 
 
The aim of this research is threefold: 
 
 To add to the knowledge of women’s vulnerability to HIV infection and the 
impact of AIDS on their lives, 
 To add to the theory of power, specifically to identify ways in which 
subverting power can be instrumental in reducing women’s vulnerabilities, 
and assist in improving women’s lives, 
 To produce knowledge that can be used for political action against women’s 
oppressions, and inform specific areas for policy change that will benefit 
women. 
 
As with all research there are certain limitations.  The protracted nature of data 
collection, from 2000 – 2008 may limit the reliability of the data. However, in the 
case studies where the information was collected prior to 2004 follow up interviews 
yielding updated information has been added to supplement findings and this could 
be viewed as strength.   
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The focus of the thesis is mainly Southern Africa, although one chapter highlights 
experiences in South Asia.  There is a plethora of responses to HIV and AIDS, albeit 
fewer examples that employ a feminist methodology.  The region specific focus may 
have resulted in case studies that would have added more to the research  This 
may have been compounded by my own bias for what I saw as specific examples of 
using power in different ways.  
 
Feminist methodology, may, in some minds, be seen to compromise reliability and 
validity.   I however believe that the methodology was appropriate for the subject 
of the thesis and that it added to rather than detracted from the overall 
acceptability of the findings.   
 
4.2   Process and Power 
 
This research is about power relations, with the belief that power can be subverted 
and used in different ways that are less dominating and hierarchical; however it is 
important to see that power is also inherent in the research process itself, and must 
be addressed as a critical issue in feminist research.  The research process, 
especially the power relations between researcher and participant/interviewee, 
needs to be managed carefully and sensitively.  In part, sensitivity of and 
awareness to, the different relations to the production of knowledge between 
researcher and the research participants, will minimise the power dynamics but in 
reality the researcher needs to be more conscious, and ensure certain steps are in 
place that concretely address the potential of inequality in the process. 
 
Feminist perspectives are critical in examining gender and power relations in 
various sites of struggle.  Feminist methodologies “emphasize participation, 
empowerment, and accountability during all stages of the research process”.290  In 
interviewing, especially interviewing the marginalised, the power of the researcher 
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needs to articulated and challenged. Feminist researchers reflecting on method 
need to  
 
“reassess the utility of models of power which constitute a rigid demarcation 
between oppressor and oppressed and perhaps critically appropriate a 
framework which imagines power as shifting, multiple and intersecting”.291 
 
Understanding and challenging power is thus not only top down but also dispersed 
throughout the research relationship as well as the research process.292   It is 
important and achievable, to redefine the binary that is present in other research 
methodologies and models, that is that the researcher is powerful and the 
researched are powerless.  
 
The process of knowledge production should always be visible, and the feminist 
researcher should find ways of recognizing and revealing to audiences the “micro-
politics of the research situation and should take responsibility for representing 
those who participate in ways that do not reproduce harmful stereotypes.293  The 
focus of feminist research is first and foremost the lives and experiences of women 
and girls.  Information from women’s individualised and personal experiences are 
important, and understandings of women’s condition and position are extrapolated 
from the personal stories.    
 
Another important consideration is ensuring that the voices of those most 
marginalised in a particular group are also heard; for example, women living with 
HIV are not a homogenous group – the experiences of an HIV positive lesbian may 
be different to a young heterosexual woman living with HIV.  Likewise, regional 
differences may be apparent, for example, there are different issues raised by 
women in Southern Africa to those in South Asia. 
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In this research, I endeavored to present the voices and experiences of as many 
women as possible: women living with HIV, with different realities such as location, 
sexual orientation, class.  The research also includes the other voices of women 
who are directly and indirectly affected by HIV and AIDS, for example, women who 
have been trafficked, sex workers, lesbian women.  Thus, a diverse group of 
women were interviewed for this thesis in both Asia and Southern Africa that 
underscore differences in age, experience, HIV status, class, sexual orientation, 
location, race, religion, culture and tradition mindful that gender is only one 
component of identity. 
My aim was to interview, and present, as many voices of those women most 
affected, including women leaders in the field, to ensure the amplification of 
marginalised voices.  I was conscious of power in my various positions and tried to 
miminise that power in the research process, for example, by enabling women to 
comment on both the processes and the outcomes, allowing women to talk freely 
about their issues and to make the interview environment (and workshops) as safe 
and comfortable as possible. 
 
In some instances, for example, the paper on the realities of women living with HIV 
as well as the research into the sexual and reproductive rights of women living with 
HIV, I created knowledge with others.  For both these pieces of work I was 
contracted to produce paper.  However, I wanted to involve those most affected as 
an integral part of the knowledge process and not do research as a top down, 
extractive process.   In situations where I collected and analysed knowledge on my 
own I held feedback meetings with participants when appropriate and possible. 
 
Whilst the power differentials between researcher and those being “researched” are 
a reality, it is possible to do research that minimizes power and control, does no 
harm, and in fact provides new information and adds to the body of theory that will 
in some way contribute to reducing women’s oppression.  
 




The nature of women’s oppression in general, and HIV and AIDS in particular, 
demands methodologies that are responsive and able to adequately deal with the 
subject matter.  Sensitive methodologies need to be able to adapt to “different 
circumstances and situations”.294   For example, when interviewing women living 
with HIV with issues of confidentiality are of the utmost importance, along with 
often dealing with painful experiences and the impact of exploring those in an 
interview or workshop has to be handled carefully.  Another example is the 
implications of interviewing sex workers in contexts where sex work is illegal: the 
prime objective should be to ensure that the women interviewed are safe and that 
no harm is done either before, after or during the interviews. 
 
Feminist researchers have modified rather than invented research methods; 
however, the body of feminist writing on research is where feminist methodologies 
can be located.295  For example,  
 
“important to the concept of research from a feminist perspective is the 
recognition that there is not one specific method or combination of methods 
that makes research feminist but rather that the research comes from an 
approach that is considerate of the multifaceted nature of gender”.296 
 
The fact that feminist methods are in many cases adapted from more traditional 
research methodologies does not mean that feminist research methods are not 
innovative.  Innovative feminist research methods are characterised by an 
awareness of the personhood and involvement of the researcher297 in ways that she 
or he is able to collect vital, rich information that is relevant. 
 
In general, the complex realities of women’s lives are seldom reflected in more 
generalised research which does not have at its core, at the very least, a gendered 
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framework.  Feminist research methods are about excavation: that is, the recovery 
of unrecognised, distorted and suppressed aspects of women’s experience.  
Feminist researchers spend time in the field, to look closely and unobtrusively, in 
order to develop analyses that aim for faithfulness to what is actually happening in 
particular local settings; that is, women’s experiences, in order to add to the body 
of knowledge on the complexities of women’s oppression.298   Often to do these 
traditional methods need to be adapted, in order to meet the criteria for doing 
feminist research.  More specifically, researching the nature and complexities of 
power relations, is difficult and “a diversity of tools and angles are needed to 
disentangle and contest them.”299 
 
I used different methods to collect the data for each of the chapters, such as in-
depth interviews, observation and document analysis.  Feminist research 
methodology acknowledges the different roles of the “researcher” which may 
include activist, advocate, service provider or facilitator: I collected some data 
when my primary role was as an activist and some when my primary role was as a 
researcher.  Data collected as “researcher” followed guidelines set out in literature 
on feminist research methodologies.  Data collected as an ‘activist’ enabled me to 
gather rich data and deepen my understanding through the varied work I was 
involved in.  Whilst this was not always a conscious process in that I was not 
operating as a “researcher”, the information collected during different processes, be 
it facilitating a workshop, participating in meetings or in my activism, informed my 
thinking and added to the body of knowledge when I was writing the different 
chapters.  In some instances I have included other research that I carried out in my 
working role, research within research, some of which has already been integrated 
into advocacy strategies. 
 
It is important to note that some of the research methodologies were chosen 
purposefully, whilst others were more ‘opportunistic’ in that if a situation or process 
occurred which I was involved in, and which added to my knowledge, I used the 
                                      
298
 De Vault, M.L.  1999. 
299
 Lewis in Beetham, G., and Demetiades , J. 2007. p200 
95 
 
information to inform and extend the thesis.  The different methodologies are 
described below, with a more detailed explanation of why specific methodologies 
were chosen over others.  
 
Chapter five highlights the specific role that donors play in influencing the agenda 
of NGO’s and CBO’s through the areas that they fund, their policies on gender and 
or women and the technical assistance they offer.  The data for this chapter was 
collected in two stages.  Stage one involved a detailed study of one donor, the Joint 
Oxfam HIV/AIDS Programme (JOHAP) based in KwaZulu Natal, South Africa during 
2002/2003.   In-depth, structured interviews were conducted with key stakeholders 
at all levels of the of the aid chain, including the lead donor, other donors in the 
partnership and funded organisations.  In-depth interviews, using broad and open 
ended questions allowed me to explore different themes with key role players, 
giving more control in the interviewing process but also enabling the voice and 
experience of those being interviewed to strongly emerge.  
 
A document analysis of donor policies, procedures and requirements was done; this 
included policies of the back-donor, the lead agency and the partner donor 
organisations.  My personal experience as a board member of a funded 
organisation, who participated in various processes organized by the donor 
provided me with useful information regarding how the donor interacted  with 
partners and I attended two partner platforms (JOHAP meetings on specific themes 
with all its partners held once a year) in this role.  Furthermore, I was a consultant 
for the donor featured in the case study which gave me inside knowledge of the 
organisation philosophy and practices.  Finally, I attended an evaluation meeting 
with the lead organisation, Oxfam Community Aid Abroad, (OCAA) in Australia. 
 
Stage two was conducted during May and June 2008.  In-depth interviews were 
held with six INGO’s and Private Foundations to determine funding priorities and to 
ascertain how much money was going to address women, girls HIV and AIDS.  One 
of the organisations interviewed was JOHAP, providing an opportunity to validate 
information contained in the case study.  In an effort to verify the information 
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collected from donors, and to understand the experiences of the grantee or partner, 
the experiences of six NGO’s and CBO’s who represented either a women’s 
organisation working on HIV and AIDS, or an AIDS organisation with a strong 
women centred agenda were captured through in-depth interviews. At the onset, 
the challenges in the research process reflected power dynamics inherent in the 
donor relationship.  The data collection phase was much longer than originally 
anticipated, and it proved difficult to secure and conduct all the interviews.  
Furthermore it was difficult to get the information required, partly because people 
interviewed did not necessarily have the details readily available and partly because 
information about funding strategies, policies and amounts is sensitive.   
 
Chapter six provides two case studies of social movements – one organising around 
identity and the other organising around an issue.  For the purposes of the study, 
and to raise specifically a women centred agenda, I chose to examine the work of 
the International Community of Women Living with HIV and AIDS (ICW) as for 
many years it was the only organisation specifically for women living with HIV and 
AIDS.  I chose to focus on microbicides for the second case study given that the 
need for a woman controlled prevention technology was initially advocated for by 
women’s rights activists, and will be a critical part of the prevention response to 
reduce women’s vulnerability. 
 
Information for case study one was gathered in different ways over an extended 
time, from 1998 to 2008.  Interviews with women living with HIV and AIDS were 
held over the time period noted and included informal personal communication 
around different issues and challenges as well as more formal interviews using a 
questionnaire.  In 2002, I was hired by ICW to write a paper on women’s 
experiences which would be presented at the Gender AIDS Forum (GAF)/ICW 
conference “Confronting Marginalisation”, and be used as an advocacy tool to raise 
the issues of HIV positive women.  Rather than interview women and write up their 
experiences, I decided on a more participatory approach which ensured that the 
women themselves were more involved in the research process.  I designed and 
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facilitated a workshop with seven women and encouraged them to talk about their 
lives.  I then asked each woman to write out her own stories and identify key 
challenges and issues.  Based on all the writings I wrote a paper incorporating the 
voices of the seven women, and cited them as co-authors.  The paper was further 
discussed in a follow up workshop and then finalised.  The process gave me some 
rich information about women living with HIV and their life and experiences in 
KwaZulu Natal. 
 
Further ICW consultancy work included the design, facilitation and documentation 
of workshops for women living with HIV.  The first workshop was held in Zimbabwe 
in 2002 with 23 women living with HIV and AIDS who had been trained as data 
collectors for the Voices and Choices project, which focused on sexual and 
reproductive rights.  The purpose of the 5 day workshop was to build skills in and 
develop an advocacy plan for HIV positive women in Zimbabwe. 
 
I designed and facilitated four Young Women's Dialogues – a project aimed at 
raising consciousness and to identify the issues specific to young (between the ages 
of 18 – 30) HIV positive women.  The first of the 5 day workshop was held in 
Durban in 2004 with 21 women from Eastern and Southern Africa.  Subsequent 
workshops were held in countries: Swaziland with 21 participants in 2004, South 
Africa 25 participants in 2006, and Namibia 26 participants in 2008. 
 
In 2005 I facilitated two four day workshops, one in Swaziland and one in Lesotho 
with women living with HIV that were designed to mobilize political commitments.  
Women in the workshop identified specific issues that they want addressed and an 
advocacy tool was developed to assist women in assessing the extent of denial of 
rights and ways to address policy makers.  In 2007 I facilitated a workshop for 15 
women living with HIV and AIDS in South Africa to analyse the situation regarding 




In 2006 GAF was approached by Ipas to write a paper on experiences of women 
living with HIV in South African in accessing their sexual and reproductive rights in 
health care settings.  As the lead researcher I developed a methodology to ensure 
that the participation of women most affected was integrated into the research 
process, and that HIV positive women were part of the research conceptualization, 
data collection, analysis and writing.  The group consisted of eleven women; only 
three had ever done research before.  The majority of the women in the team were 
HIV positive.  We split into three teams and interviewed both health care providers 
in various clinics in KwaZulu Natal as well as HIV and AIDS organisations that 
specifically work with women living with HIV.  Nine focus groups with 8-10 women 
living with HIV were conducted.  At the end of the focus group women were asked if 
they wished to be interviewed; in-depth, semi-structured interviews were 
conducted with those women who agreed.  Given the sensitive nature of the 
interviews this recruitment method was used so that women were clear, based on 
their participation in the focus groups, as to what to expect in the one-one 
interview.  This research gave excellent in-depth insights into the experiences of 
HIV positive women accessing services and defined an advocacy agenda for women 
living with HIV. 
 
Data  for case study two on microbicides was collected from 2000 – 2005 during my 
activist involvement in microbicides processes, including attending meetings in 
Johannesburg on community participation facilitated by the Global Campaign for 
Microbicides (GCM) and the GCM board and strategy meeting held in London during 
December 2005.  Further data was collected through research and interviews done 
as a key correspondent on microbicides for Health and Development Network, from 
2002 to 2004.  During 2005 – 2006, I designed and facilitated three workshops 
with women to conscientise them around their sexual and reproductive rights and 
to mobilize them to get involved in microbicide activism for GAF. 
 
In 2005, GAF was approached to research and write a paper for the International 
Partnership on Microbicides (IPM) to determine civil society’s readiness for 
microbicides.  As a co-author on the paper I conducted 10 interviews with civil 
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society organisations and microbicide activists to understand their knowledge about 
and attitudes towards microbicides. 
  
Chapter seven analyses the links between trafficking and HIV and AIDS.  Data for 
this chapter was collected during a seven week visit to five countries in South Asia 
(Bangladesh, India, Nepal, Pakistan, and Sri Lanka) in November – December 
2003.   I conducted in-depth interviews with organisations fighting trafficking and 
women who had been trafficked in the five countries.   
 
In each country I had a host organisation working on trafficking that facilitated 
access to different organisations as well as providing translation where necessary. 
The host organisation also organized field visits to brothels in Bangladesh, India 
and Nepal, where in-depth interviews with sex workers, through a translator were 
conducted.  I also went on field visits to rescue facilities in Bangladesh, India, 
Nepal, Pakistan and Sri Lanka and interviewed staff:  the girls at the rescue 
facilities were aged from seven to fifteen and it was unethical to interview them 
about their deeply painful experiences.  However I was able to observe the routines 
of the institutions and see how the girls related to their care givers, as well as 
interview staff.  Visits to HIV and AIDS organisations enabled me to have  in-depth 
interviews with staff and volunteers as well as people living with HIV and AIDS in 
Bangladesh, India, Nepal, Pakistan, Sri Lanka. 
 
Finally, a critical source of data was through the ten one day workshops, two per 
country that I facilitated.  The workshops were attended by a range of key role 
players (UN staff, donors, government and civil society) in HIV and AIDS and/or 
trafficking, and were attended by fifteen to thirty five people per workshop.  The 
workshops were specifically for role players to discuss the intersections between 
HIV and trafficking and to begin to come up with some possible areas for working 
together.  The workshops were vibrant, with lots of discussion and yielded rich data 
about the nature of trafficking and the various ways of tackling it depending on the 
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source of the information.  However, given the relatively new HIV epidemics in the 
region the discussions were dominated by organisations involved in trafficking. 
 
Active and meaningful participation of those most affected was a critical aspect of 
the research process.  Every attempt was made to hear the voices of women living 
with HIV and AIDS and women and girls who had been trafficked.  However, in 
many settings and communities the stigma and marginalisation is so great that 
women and girls are reluctant to be identified.  It was thus been important to turn 
to secondary sources of data, relying on the experiences of people within 
organisations working with these women and girls and also on the literature 
provided by the organisations. This information helped to highlight the lived 
realities of women and girls who have been trafficked and to a lesser extent the 
experiences of women and girls living with HIV and AIDS.  In cases where little 
literature on the lives of women living with HIV and AIDS in Asia exists, experiences 
from other parts of the global south have been reflected, when appropriate. 
 
Chapter eight presents an analysis of an individual act of resistance and focuses on 
the Jacob Zuma rape trial.  Data for the chapter was collected through interviews 
with activists present at the court, and involved in solidarity around the trial.  
Personal discussions with Khwezi300 the woman who laid the charge, these 
conversations were telephonic,  a brief conversation during a visit to my home,  and 
one visit to meet her at the ‘safe house’ on the day of the judgement in which 
Khwezi had been staying since a few days after the charge had be filed.  It is 
important to note that these conversations were of a personal nature, and not for 
research purposes.  Whilst they may have helped shape my thoughts they are not 
reflected in the chapter per se, rather they are evident in the framing of the 
discussion.  Data was also gathered through the direct observation of trial 
procedures, although I was not present for the entire trial. I was there during  
Khwezi’s evidence and cross-examination as well as part of Zuma’s evidence and 
for the issuing of the judgement.  Furthermore, I analysed both the full court 
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proceedings and the transcript of the judgement.  Finally, my personal experience 
of activism surrounding the trial, as part of the organising and taking part in the 
daily protests outside the court provided me with deeper insights into the acts of 
courage from Khwezi and all those women that stood in solidarity with her.  
 
The final case study, chapter nine, highlights the work of a local NGO, GAF and 
analyses their success in applying approaches addressing power to empower 
women.  Data for this chapter was collected through my personal experience of the 
organisation in different roles: as a founder member, a board member and a staff 
member of the management team.  I also had personal experience in designing, 
developing and implementing various programmes, including the women in 
leadership programme which is discussed in the chapter.   A document analysis of 
strategy documents, policies and reports provided knowledge about organisational 
processes.  The two external evaluation reports of the women in leadership 
programme provided qualitative data about the impact of the programme on the 
women involved.  Finally my personal interactions and conversations with staff, 
board, partners and donors of the organisation, as well as involvement in 
organisational process provided me with further information. 
 
During 2000 – 2008 I have also been involved in other research processes that 
have fed into the thesis as a whole.  These processes include interviews and site 
visits carried out in 2005 in KwaZulu Natal, Limpopo, Mpumalanga, Gauteng, 
Eastern Cape and the Western Cape for an evaluation of the impact of five Dutch 
funding agencies.  I worked in a three person team on the report for the United 
Nations Secretary General on the realities of women and girls, HIV and AIDS in 
Southern Africa during 2003.  I was responsible for the reports on Lesotho, 
Swaziland and Zimbabwe and spent one week in each country interviewing key role 
players and communities.   
 
It is clear from the explanation that the research methods were not orthodox in 
that they follow defined guidelines of research practice.  However, the methodology 
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does fit into the feminist research methodological paradigm in that it is critical of 
the hierarchical power relations between men and women, it takes into account 
other layers of oppression and marginalisation, and ensures that the voices of the 
marginalised are integrated into all levels of the research process.  Furthermore the 
research process minimised potential harm and control and was mindful of the 
power relations inherent in research. 
 
It is important to discuss the ethical considerations in feminist research 
methodology.   Ethical research refers to the process of moral deliberation, choices 
made and accountability to the participants on the part of researchers throughout 
the research process.301  Ethics are central and inherent in practices of feminist 
research methodology.  Whatever my primary role the ethical considerations most 
appropriate to my role were observed.  Confidentiality was an over lapping concept 
and was of the utmost importance, especially given the extreme sensitivity of the 
subject matter.302  Confidentiality was discussed and guaranteed prior to the 
commencement of the interviews or other data gathering techniques.  Data 
gathered from workshops and meeting is used as background information, adding 
richness but in no way compromising confidentiality. 
 
The rationale for the selection of the organisations / issues presented in the case 
studies was to look for examples of how the three types of subversive power, that 
is power to, with and within, are illustrated.  I looked for specific examples for case 
studies that I felt most succinctly demonstrated the type of power I was describing.  
The research has a variety of ‘samples’; in many cases I chose what I was familiar 
with and what I had access to through my work.  For example, I wanted to explore 
the experiences of women living with HIV.  Given my links to, and work with, ICW it 
made sense to choose the organisation to do the case study on.  This facilitated my 
access to many women living with HIV that I would otherwise have not been able to 
identify. 
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As noted in Chapter one, given the context of my different roles as academic, 
researcher, activist in the field of HIV and AIDS over the past two decades, some of 
the ideas in this thesis have already been published although in different ways to 
how they are articulated in the thesis.  When ideas previously published have been 
discussed references to previous articles or publications have been given. 
 
4.4 Role of the researcher 
 
It is obvious from the section on methods used that a combination of more 
traditional methods, such as interviewing, is combined with less traditional 
methods, including my personal history as an HIV activist and feminist involved in 
HIV and AIDS since 1986.  The self, and our personal / work experiences, are not 
discounted in feminist research methodologies: but instead are encouraged, as 
adding to the research process.   Feminist research methodologies encourage 
disciplined self reflection; on who we are, how our identities303 influence our work 
and in turn, how our work influences aspects of self.   
 
I was aware of my subject position as a white, HIV negative, middle-class woman 
and the possible power dynamics this may have in the research process.  I was 
open, when appropriate, about other identities, as a long term HIV and AIDS 
activist, and a lesbian woman, that placed me in a different position, for example, 
as having a marginalised sexual identity.  As feminist researchers it is critical to 
“situate ourselves within the process of research and at the same time be aware of 
the interconnections we make through our social and cultural locations and 
positions.”304 
 
Feminist reflexivity is the recognition that the researcher is inextricably part of what 
is being studied.305  This is highly appropriate in feminist methodology, as the 
researcher is seen as a “real, historical individual with concrete, specific desires and 
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interests.”306 This can be extended to include the value of the experiences of the 
researcher – both personally and politically.  The beliefs, behaviours and 
experiences of the researcher are part of the empirical evidence, and can add value 
to the research. 
 
A challenging aspect of the research was dealing with my shifting and multiple 
identities of researcher, activist and someone actively involved in HIV and AIDS 
work.  For example, chapter nine focuses on the experiences of a local NGO, GAF, 
of which I was one of the founding members, a board member for 8 years, and a 
staff member for three years who introduced the theoretical paradigms and was 
also instrumental in designing various programmes.  Key issues include how 
“objective” feminist research methodology is, if the researcher has different roles, 
some of which mean that she or he is integrally involved in implementation.  The 
fact that the specific programme that is discussed in the chapter has been 
evaluated in two separate evaluation processes in some way overcomes the 
challenge of objectivity. 
 
Feminists lay claim to “situated knowledge”307 which gives credibility to knowledge 
that is created when the researcher is an integral part of what is being researched, 
and addresses concerns about objectivity.  My experiences, which I present as 
situated knowledge, are both coupled with, as well as confirmed by, the voices 
those most affected.  It is hoped that this dual approach adds to the objectivity, 
validity and reliability of the research.   
 
As stated, this research is also a reflection of my work around women’s issues and 
HIV and AIDS.  During my working life I have obviously collaborated with others in 
various ways and in doing so have been exposed to different ideas that have 
informed my thinking and understanding. I have acknowledged, where appropriate, 
work that I have done with others.  I would like to assert however that whilst the 
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theory of power as problem and solution is taken from Allen,308 principle ideas 
around power as problem and solution in the context of women, HIV and AIDS have 
been created and developed by myself, and remain my own contribution to the 




The research set about trying to identify successful ways to address power over or 
domination that leads to oppression.  It was critical to see whether the various 
forms of resistance and solidarity both empowered on an individual level as well as 
brought about some change at the level of intimate relationship, household or 
community level.  I collected a range of data, on complex subjects, and wanted to 
ensure that although the research was not specifically about women’s individual 
experiences, such experiences were vital in analysing whether the hypothesised 
models of addressing power worked.  The challenge was how to measure 
empowerment and how to measure change.   
 
Kabeer presented a useful way to think about subverted power, or resistance, as 
the ability of women to make choices and affect changes in their lives,309 for 
example, the decision to insist on condom use and what the woman does if this 
request is denied.  Empowerment can be measured by actions but more importantly 
is about the “meaning, motivation and purpose that individuals bring to their 
actions, their sense of agency or self-worth.”310  Empowerment is viewed as a 
process:  
 
“by those which have been denied power gain power, in particular the 
capacity to make strategic life choices.  Yet because of the importance of 
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beliefs and values in legitimating gender equality, a process of empowerment 
often begins from within, which makes it difficult to measure.”311 
 
The process of deriving conclusions in feminist research is seen as a “political, 
contested and unstable process between the lives of the researcher and the 
researched.”312  In this process the social (and one could argue political) location or 
position requires understanding of power relations.  Watts notes that “all qualitative 
social research must operate on a parallel continuum of abstraction and 
compromise between assigning meaning and letting the data have their own 
voice.”313  The purpose of the thesis is to identify specific strategies that are 
applicable to the condition and position of women in general and to the current 
complex context of women, HIV and AIDS specifically.  It is hoped that these 
strategies are reflective of women’s voices and experiences and as such are realistic 
possibilities for change.  
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Chapter Five: Power Over?  The influence of donors 
 
“Today we are facing a paradox of plenty: there is more money for AIDS in 
circulation, but not always enough human capacity and resources to make 
money work ... in everyday conversation, many southern Africans will say 
there is too much money out there.  This, of course, is not factually correct – 
there is a globally acknowledged shortfall of resources to combat the 
epidemic.  But there is no denying that the perception that there is too much 
money for AIDS points to systemic problems in AIDS funding modalities.  It 
is plain to all of us that work at country level that there are real questions 
that need to be addressed by governments, donors and NGO’s about how 




Whilst there is a growing acknowledgment of the interface between HIV and AIDS 
and gender inequality amongst those working in the field, much still needs to done 
to translate this into effective action: foremost in this debate is “who gives funding 
and resources and for what?”  Although the funding for HIV and AIDS globally and 
in South Africa is not sufficient to meet the needs of the pandemics, it can be 
argued that the sector attracts substantial funding – both to official governmental 
HIV and AIDS programmes and to civil society in general.  The rhetoric around 
women; HIV and AIDS is increasing; however, this has not necessarily led to more 
funding for women and / or women’s rights work.  Traditional areas of HIV and 
AIDS responses that attract increased funding, for example, treatment, are treated 
as gender neutral and do not differentiate between men and women’s treatment 
issues and needs.   Women do not specifically benefit from such increases or 
funding sources.  Programmes that could in some way benefit women, for example, 
giving home-based care programmes an injection of funds to ensure women benefit 
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financially for the care they are doing, do not get sufficient financial resources.    
 
The enormous impact of HIV and AIDS has initiated changes in the funding 
environment; there have been shifts from funding family planning, reproductive 
and sexual health to HIV and AIDS.  Initially the violence against women sector was 
also affected, although since the links between HIV and violence have been 
underscored more funding is being channelled to violence against women 
organisations.315  Women’s organisations are often compelled to do HIV and AIDS 
work firstly because it is a critical issue for women and also because there are more 
funds for HIV than other issues.316  It is important to note that even given the 
increase in funding to HIV and AIDS, women’s organisations addressing women’s 
rights receive very little of a large pool of funding.317 
 
It is clear that donors are in a position of power over the organisations that they 
fund as well as over the agenda’s of potential partners.  This chapter provides a 
brief overview on funding trends in South Africa for women, HIV and AIDS and is 
based on interviews carried out in 2008.318   This second part of the chapter 
explores the influence and power of a donor organisation operating in South Africa 
on the understanding of, and action around, gender inequality and its role in 
increasing vulnerability to, and the impact of, HIV and AIDS.  
 
There are a number of international donors funding HIV and AIDS in South Africa; 
this chapter will focus on the Oxfam initiative, JOHAP, which aims, amongst other 
things, to support the integration of gender into the work of partner organisations.  
JOHAP has been funding gender and HIV and AIDS work since 2000.  The case 
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study tracks in detail the work of JOHAP from 2000 – 2003.  Supplementary 
information is based on an interview in 2008.  It is argued that despite the power 
that donors have there are some areas available to redefine the power dynamics 
between funder and grantee/partner. 
 
5.1 The funding terrain of organisations addressing women, HIV & AIDS in 
South Africa  
 
There are three main potential funding sources for HIV and AIDS and/or women’s 
organisations addressing the gendered nature of the epidemic: government funding 
(providing money to parastatals and civil society), bilateral donors (providing 
money to government, government-related / parastatal organisations, and/or civil 
society organisations) and international donor NGO’s and foundations who mainly 
fund civil society. 
 
A study conducted in 2007,319 which examined the funding trends on civil society 
funding to NGO’s and Community Based Organisations (CBO’s) for HIV and AIDS in 
Southern Africa,  noted that funding to civil society is skewed in favour of service 
delivery, with only 1% of funding awarded for advocacy or rights based campaigns.  
Service delivery refers to care and support services, treatment and prevention 
programmes.  Figure 5.1 provides a breakdown of funding per category. 
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Figure 5.1 demonstrates the relatively small window of funding opportunity for the 
type of activities that are needed to tackle women’s oppression.  
 
5.1.1 Government Funding 
 
Government commitment to HIV and AIDS spending has increased annually.  The 
2006 South African National Health budget demonstrated the biggest growth in the 
HIV and AIDS sub programme in the Strategic Health Programmes, which rose from 
ZAR454, 6 million to ZAR2, 2 billion from 2002/3 to 2008/9.320    In 2007/2008 the 
National Government had allocated ZAR56 million to civil society organisations 
involved in HIV and AIDS.  The specific areas of government funding include: 
 Prevention interventions including Voluntary Counselling and Testing (VCT), 
Prevention of Mother to Child Transmission of HIV, (PMCT) youth life skills 
and High Transmission Areas Interventions (HTA)321  
 Community mobilisation for AIDS competence including home-based care  
 support for people living with HIV and AIDS (PLHA) 
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 Treatment adherence counselling  
 Governance and leadership development  
The process for accessing funding includes a call for proposals and a standard  
application.  In neither the call for proposals nor the application form is specific  
mention made about women or gender.322  It would seem that whilst such funding  
is available, very little, if any, could be accessed for women’s rights focused HIV  
and AIDS work.  Whilst the National AIDS Strategic Plan (NASP) does make  
mention of women’s vulnerability, specific objectives that will impact on women are  
not evident, and despite South Africa having a history of gender budgeting, a  
gender audit of funding on AIDS has not been done.  
 
5.1.2 Bilateral Funding 
 
Bilateral donors are an important source of funds in the funding landscape.     
Estimates are quoted that total Overseas Development Assistance (ODA) to South  
Africa reached its peak at ZAR3,8 billion in 1997, and then declined to less than  
ZAR1,5 billion in 1999.323  Between 1994 and 1999, a total of ZAR10,745 million in  
ODA was received. Of this, 55% went to government, 24% to parastatals, 11% to  
NGOs and 10% to the private sector.    
 
Ndlovu324 reports on ODA funding to HIV and AIDS as reflected in the Department  
of Health Donor Matrix: twenty five donors are mentioned, who in the period  
between 1997 – 2008 provided funding of ZAR 2 341 401 117-00.  Clearly  
monies are available, yet not necessarily for women and AIDS initiatives.  Out of  
the thirteen organisations interviewed only two accessed money from bilateral  
donors.   
 
Reasons for this include the fact that most NGO’s and CBO’s do not have the  
systems (management or financial) in place or the perceived capacity to receive  
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and utilise the amounts of money that bilateral donors donate.  Some of the  
processes to apply for bilateral donor money are so onerous that NGO’s often do  
not have the time, capacity and in some instances money, to affect the changes  
needed to ensure funding.  As one respondent noted: 
 
“New initiatives by most ODA’s, linked for example to MDG 3, have led to 
renewed concern for women’s issues.  However, it is difficult for smaller 
groups and organisations to access such money as they do not have 
established programmes and established relationships”325 
 
The most common approach of bilateral donors since the early 1990’s has been 
‘mainstreaming’ gender.  Most donors, for example, Australian Aid (Aus AID), 
Canadian International Development Agency (CIDA) and Department for 
International Development (DFID), have gender policies and guidelines outlining a 
gender mainstreaming approach to HIV and AIDS.  Some donors offer technical 
support to partners.  German Society for Technical Cooperation (GTZ) has formed a 
theme group on HIV and AIDS with other German donors.  They have developed a 
global response to HIV which is ‘gender-sensitive and transformative’, and have a 
strong commitment to taking into account gender which they define broadly to 
include the ‘specific needs of women and sexual minorities.’326 
 
Donor funding patterns show a worrying trend that is reflected in the broader HIV 
and AIDS sector, that is, shifting the gender focus from women to men.  Donors 
pointed to what they saw as a problematic ‘bias’ towards women, stating that 
organisations were often misled into thinking that “gender was equal to women”. 327 
Such views reflect a lack of understanding and gender consciousness on the part of 
donors, who are in positions of power with regard to making decisions regarding 
what gets funded and what does not.  It is important that funding for programmes 
that target women continue and that increased resources are accessed to work with 
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men in programmes that reshape masculinities.  Bilateral donors are thus an 
important target for extensive advocacy to both increase funding and to ensure that 
there is equity in distribution of funds.. 
 
5.1.3 The Global Fund: A potential donor to address women’s rights and 
HIV and AIDS 
 
A major and expanding donor in the arena of HIV and AIDS funding is the Global 
Fund to Fight AIDS, TB and Malaria (GFATM).  Through sizable donations from the 
G8 countries, and private foundations the  GFATM is able to provide large amounts 
of funding to country programmes, for example, to date, South Africa has received 
US $ 138 958 876.00.328   The last money received was Round 6, an amount of US$ 
11 540 005.00.  It is unclear as to the breakdown of funding received to civil 
society, and also how much money has been channelled into addressing HIV, AIDS 
and women. 
 
The procedures to access Global Fund money are complex and time consuming; to 
date globally women’s organisations have not really benefited from the fund.  
Traditionally the process is governed by the Country Coordinating Mechanism 
(CCM), which may not have a good understanding of women’s issues and HIV.329  
Principal Recipients (PR) and Sub Recipients (SR) for GFATM money have to 
demonstrate a huge capacity to receive, manage and monitor money which 
excludes many organisations from this powerful role.  However, due to sustained 
advocacy by civil society the GFATM has constantly evolved mechanisms for funding 
which has increased the chance of civil societies accessing funding; with dual track 
funding two principle recipients are allowed, and it is suggested that one is from 
civil society.  Recipients of GFATM money can use the funds to build the capacity of 
their organisation.  
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The GFATM have also begun to take gender more seriously and have finalised their 
gender strategy which includes a focus on women and girls as well as sexual 
minorities.  They have also employed a gender consultant.  The recommendations 
from two consultations on the gender strategy, one held in South Africa and the 
other in Nepal, will be integrated and presented to the Board of the GFATM for its 
approval by the end of 2008.330  
 
For the past two rounds of GFATM funding the Open Society Initiative of Southern 
Africa (OSISA) and Open Society Institute (OSI) have implemented a project to 
build the capacity of women’s organisations to access women’s funds.  Women’s 
coalitions have been set up in seven countries and funded to work together to 
submit proposals to the CCM for inclusion in the main proposal.  OSISA/OSI have 
provided technical support to each women’s coalition by supplying consultants who 
are experts in the GFATM processes and who have extensive knowledge in women, 
HIV and AIDS.   
 
5.1.4 International NGO’s and Foundations 
 
International NGO’s and Foundations are an important source of funding for civil 
society organisations.    Given difficulties in accessing bilateral funding most NGO’s 
and CBO’s are reliant on INGO’s and foundations for their funding.  Generally 
INGO/Foundation funding is viewed as more flexible, for example, they may fund 
core costs, are more reasonable when it comes to flexibility around movement of 
funds, have fewer and more user friendly conditions.  Even though the amounts of 
money granted by INGO’s and Foundations per organisation may not be on the 
scale that bilateral donors are able to give, such funding is viewed by recipients as 
more effective.  In the interviews with NGO’s it was evident that the power of 
receiving such money had impact beyond the monetary value of the donation: 
 
“We have had experience last year of piloting a small experiment to secure 
unrestricted funds at a regional level which proved successful, and which we 
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are prioritizing this year. On a positive side, donor trends seem to focus on 
making funding accessible in the regions which is in itself a very supportive 
environment. The regional office has often been able also to secure support 
in-kind and partnerships lifting some of the financial and resources weight as 
well as building a conducing environment in support of women living with HIV 
and AIDS. Donor relationship established with x donor has been so far 
received as a very supportive and constructive relationship”.331 
 
“The relationship with our core donor is a good one. They have funded us for 
a number of years and even provided bridging funding during a time of crisis 
in the organisation. They are quite a ‘hands-off’ donor, but their interest in 
and awareness of the organisation’s functioning are clearly demonstrated 
during the annual site visits that they make. They have encouraged us to set 
our own agenda in our programme work and are fully supportive of our 
efforts to work for gender equality in South Africa”.332 
 
Organisations noted that whilst getting money for certain HIV and AIDS 
programmes that targeted women, it was still difficult to get money for advocacy 
and women’s rights work.  However, most donors that supported such work tended 
to be long term donors, who were not averse to providing core funding.  
Organisations interviewed reported good working relationships with such donors, 
and believed they had a good knowledge of women’s rights, HIV and AIDS and the 
intersections between the two issues. 
 
 “...has a long history of engaging with women’s and gender organisations 
that are working to end gender oppression. As far as we can tell, their 
understanding is well-informed by current thinking in the development field 
on the role that gender inequality plays in diminishing the overall quality of 
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life for all, and on the importance of initiatives to empower women to have 
greater agency and control of their lives”.333 
 
However, there are a finite number of INGO’s and Foundations that have women’s 
rights and HIV and AIDS as a critical objective, and many of the CBO’s and NGO’s 
interviewed have the same donors.   Funding for women, HIV and AIDS is not a 
given and most organisations have to constantly focus on finding money and 
looking for new donors: 
 
“Although it is widely suggested that there is a lot of money for HIV/AIDS, 
we do not have that experience. Although our financial situation has 
improved overall over the last three years, we can never guarantee this is 
going to be long-lasting especially if the international level that influences 
largely donor priorities tend to minimise the link between HIV/AIDS and 
women and ignore the experience of HIV positive women”.334 
 
Clearly the funding pool for NGO’s engaged in women’s rights, HIV and AIDS is 
small with a handful of donor committed to the issues.  This impacts on the number 
of organisations that are funded, the type of work that is done and the attention 
that is placed on the transformation agenda.  The next section provides a case 
study of an INGO donor working in South Africa and examines in greater detail the 
levels and power dynamics between donor and partners. 
 
 
5.2 Case Study: The Joint Oxfam HIV and AIDS Programme (JOHAP) 
 
The Oxfam programme has been chosen for several reasons.  Firstly, JOHAP was 
one of the first in South Africa in which donors seriously looked at, and funded, 
partners’ work on gender and HIV and AIDS.  The programme was seen as cutting 
edge in addressing the interface between gender, HIV and AIDS by many in the HIV 
and AIDS sector.  Secondly, the Oxfam agencies, often seen as progressive 
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international donor NGOs, have a long history of addressing gender.  This has been 
documented more by some Oxfam’s more than others. For example, Oxfam Great 
Britain publishes widely on the issue, and Novib, the Dutch Oxfam, have released 
an extensive evaluation on the effectiveness of their approach to gender.  The third 
reason is based on my personal experiences of working with the JOHAP programme 
as both a gender consultant, a staff member of a JOHAP funded organisation and 
later, as a Board member of another JOHAP funded organisation. This personal 
experience has resulted in a particular understanding of many of the agencies that 
make up the aid chain to which JOHAP is linked, in-depth knowledge and 
experience of the gender processes adopted by JOHAP, and facilitated a willingness 
by those interviewed to be open and transparent in their reflections.  
 
This case study presents the background and structure of the JOHAP programme, 
highlighting the seven levels of the aid chain.   The role of donors in pushing the 
gendered agenda is discussed. The relationship between the donor and the partners 
using theories of power is analysed.  Finally, JOHAP’s approach to gender 
mainstreaming is discussed in relation to key challenges identified.  
 
5.2.1 Background:  The JOHAP aid chain 
 
JOHAP was set up in 1998, as a harmonised programme led by Oxfam Australia: 
Community Aid Abroad, in partnership with Novib (Oxfam Netherlands) and Oxfam 
Canada.  The vision of JOHAP in South Africa is to contribute to the development of 
the Southern Africa region by reducing the impact of HIV and AIDS and by 
promoting a culture of human rights with and for those who are living with and 
affected by HIV and AIDS.335  The aim was thus to strengthen civil society 
responses to HIV and AIDS, especially through community based and non-
governmental organisations, so that the response was creative, dynamic, relevant 
and appropriate.336   
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The principles and foundation on which the programme operates includes the 
promotion of a development approach (a multi-sectoral, integrated and holistic 
framework as opposed to locating HIV and AIDS in a health paradigm);  the 
promotion of a human rights approach, and the integration of gender into all HIV 
and AIDS interventions.337  These principles were reflected in the first three year 
strategic plan but were less explicit in the second strategic plan.  However, gender 
remains a critical area for JOHAP to date. 
 
In the first three-year cycle JOHAP provided about eleven organisations with a total 
of approximately ZAR 2 million.  The strategy was to place money with NGO’s and 
CBO’s involved in a range of HIV and AIDS work falling into JOHAP strategic areas, 
in an attempt to make maximum impact on the epidemic with the few resources 
that were available.  These funds were spread across three provinces in South 
Africa.   The organisation funded partners involved in capacity building, service 
delivery and advocacy.  In phase one, JOHAP worked in partnership with a number 
of civil society organisations to support innovative work in HIV prevention and care, 
as well as legal services for and advocacy with people living with HIV and AIDS.  
Through its special projects, JOHAP supported capacity building in programme 
management skills and HIV and AIDS mainstreaming, as well as the development 
of a model for capacity building in behaviour change interventions. These were 
considered to be critical priorities at the time as these skills had been named as 
gaps in the South African civil society response that were forming a barrier to 
effective prevention and care.   
 
Plans in the second three-year cycle, with an increased pool of money, were to 
increase the number of partners to twenty and to consider extending funds to two 
other provinces.  The programme at in this phase supported thirty two 
organisations.  The conceptual framework that replaced the earlier ‘key areas’ for 
funding included three program objectives:  
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Objective one: To strengthen approaches to HIV and STI prevention work 
that effectively address gender and sexuality issues, with a particular focus 
on young people.  
Objective two: To strengthen HIV and AIDS care, support and treatment 
services. 
Objective three: To create an enabling environment with a particular focus on 
the rights of people living with and affected by HIV and AIDS.338  
Each organisation funded was ‘assigned’ to one of the three key objectives listed 
above. This distinction was however artificial with many organisations spanning at 
least two or all three of the themes.  Whilst gender was still seen as a cross-cutting 
issue the fact that it was central to objective one, but not explicitly mentioned in 
objectives two and three was in some instances interpreted as not being equally as 
important in all three objectives.339 
 
These three objectives are still core to the programme, although the programme 
has grown to include JOHAP, the Australian Partnership with African Communities, 
the Southern African Children’s Social Protection Programmes and uMkhanyakude 
Partnership Programme that focuses on food security.  The total number of partners 
across the programmes is fifty five.340 
 
The JOHAP Aid chain (see Figure 5.2) can be represented seven levels, which 
include: 
 
Level one: Back donors in different countries, including governments, fund the 
different OXFAMS.   An example of a back-donor is AusAID who provide funding to 
Oxfam Australia.  The South African office and partners do not often interface with 
the back donors. 




 Interviews partners  July 2003 
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Level two: As noted the original three OXFAMS involved in JOHAP were Canada, 
Novib and OCAA.  During the second funding cycle Canada withdrew and Oxfam 
Hong Kong and Oxfam Ireland joined.  Each Oxfam contributes a different amount 
to JOHAP, although this does not affect the decision making powers of the various 
Oxfams.   
 
Level three: The Oxfam Programme Committee, made up of one representative 
from each of the contributing Oxfam, informs the programme in terms of overall 
strategy and direction as well as reviewing progress and contributing to problem 
solving.  Management of the programme is located within OCAA.  Local staff, level 
four below, attend programme committee meetings to provide information but not 
necessarily to make decisions.  
 
Level four:  An advisory board comprised of South African experts was set up at the 
beginning of the programme to ensure local participation in overall strategic 
direction of the programme. The structure is made up of local experts with 
experience in human rights, gender and HIV and AIDS as well as women living with 
HIV and AIDS.  In the 2001 evaluation of JOHAP it was suggested that the local 
expertise on the Committee were being under-utilised and should be more involved 
in shaping the programme.341 
 
Level five: JOHAP set up a South African office and employs local staff to oversee 
and manage the programme in South Africa.  Since 1998 there have been three 
coordinators managing the South African office, each with varying degrees of 
experience and skills in gender.  In the first year the coordinator worked alone until 
an administrator was appointed.  The organisation has grown substantially and in 
2008 the total number of staff was eight.  
 
Level six: In 2003 there were thirty two partners, operating in the three provinces 
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and nationally being funded.  The majority were involved in service delivery, with a 
few others involved in capacity building or advocacy work.  This trend continues in 
2008. 
 
Level 7: JOHAP partners work with both functional and geographical communities.  
Geographical communities include women, men and children in cities, townships, 
villages and rural areas.  Functional communities, include sectors such as youth, 
women, LGBTI, and male soccer players.  Some partners work directly with other 
NGO’s and CBO’s and others with policy and decision makers.  Figure 5.1 depicts 




Figure 5.1  Joint Oxfam HIV and AIDS Programme. Aid Chain 
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5.2.2 Defining the role of donors  
 
The primary role of a donor is to provide money for specific activities or 
programmes.  Whilst on the surface donors provide money to promote 
development, the reality is more complex – roles vary from donor to donor and 
often there may be an obvious, stated role and a less obvious, unstated agenda.  
According to Smith and Bornstein342 the influence of donors is achieved both 
through their funding strategies as well as through the management requirements 
attached to the distribution of funds. 
 
JOHAP has, relatively speaking, small amounts of money to give to partners. 
However, funds were initially committed to partners for a three year period 
renewable annually (in comparison to many other donors who fund on a year by 
year basis), and most organisations were taken into the second three-year phase of 
funding.  Many of the initial partners are still funded by JOHAP.343 
 
The placement of money is seldom the only role of donors. In South Africa, prior to 
democracy, international civil society donors, including NGOs, churches and so on, 
provided funds to organisations as a sign of solidarity with them in their struggles 
for equality and freedom.  The international organisations lobbied internationally at 
various sites of power for the goals of their South African partners to be advanced. 
This highlighted a second role for international civil society donors – advocacy and 
activism on behalf of and in solidarity with the struggles of local people and their 
organisations.344 
 
Advocacy is a key function for the various Oxfams.345  Advocacy tends to take two 
forms for Oxfams: direct advocacy work by the Oxfam themselves in their country 
of origin and internationally as well as funding of ‘overseas’ partners involved in 
advocacy.   A third form of donor advocacy includes influencing the agendas of 
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partners, for example, to change organisations approaches - such as raising gender 
consciousness or influencing issues addressed.346   This influence may be stated or 
un-stated. 
 
At the time of the initial study JOHAP funded two organisations that are involved in 
advocacy under the key theme of promoting an ‘enabling environment’.347  These 
organisations are involved in legal / human rights issues. One organisation was 
specifically addressing gender issues, whilst the other has attempted to integrate 
gender into their various advocacy campaigns.  JOHAP have, from the outset, 
promoted gender as a critical component of any HIV and AIDS programme, and 
have played a direct role at influencing partners to address gender inequality.   This 
will be elaborated on below. 
 
The funding climate has changed radically.  This change is explained by those who 
drive the agenda as increasing accountability and the need for evidence that 
expected results are achieved, this has a ripple effect on the entire aid chain.  In 
the funding environment, ‘lack of capacity’ has been identified as the key barrier to 
effectiveness, impact, and development rationalizing the need for increased 
accountability.  The structural causes of the failure of development are seldom seen 
and articulated.  
 
For many donors a critical role is providing technical assistance or capacity building.  
The role of donors in capacity building is a contentious issue currently being 
debated in the literature and increasingly in civil society.  As noted by Seekings348 
the issue of capacity building has been at the core of donor support for CBO’s for a 
long time.   Capacity building is articulated by donors as an investment in helping 
achieve long-term goals.  What is not clear is whose long term goals the capacity 
building serves.  According to Seekings the key objective of capacity building is to 
focus on building the organisation and not only the individual to develop “new forms 
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of action on a sustained and sustainable basis”.349  The notion of capacity building is 
a profoundly political activity.   Key questions include who develops the capacity 
building agenda and who determines who builds capacity and how capacity is built.   
 
Capacity building needs are often defined by the donor, and frequently centre on 
enabling organisations to fit into the management and reporting approaches 
proposed by the donor.  Some international donors may utilise their own staff, 
often from the North, to provide capacity building support.  Sometimes local 
consultants, again often identified by the donor, provide the technical support.  
Even where donors do encourage their partners to identify and articulate their own 
capacity building needs, they may still influence decision making about and the 
actual capacity building process. Furthermore, when they control this process, they 
could, yet often do not, contract local organisations with expertise to undertake 
capacity building programmes, preferring to rely on consultants. This means that 
even though the capacity builder is a local consultant, the donor is their client and it 
is the donor needs, specifications and terms of reference that shapes the agenda.350  
 
JOHAP has a strong, stated emphasis on capacity building. In the first phase, the 
aim was to enable local organisations to, in a short space of time, drive their own 
agendas and work in ways that would impact most effectively based on HIV and 
AIDS.  This was implemented mainly through the funding of capacity building 
organisations to provide support to other local organisations.   For example, JOHAP 
initiated an eighteen month capacity building process which was led by local 
consultants who formed a partnership.  The three areas of focus had been set, 
using the findings from the initial Oxfam situational analysis as well as the South 
African National AIDS Review.  However, the consultants were given the space to 
and did, deviate substantially from the original plan.  Furthermore, JOHAP funded 
GAF whose key objective is to build capacity to address gender and HIV and AIDS 
in organisations.351 
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In the second phase, this approach changed to a directly implemented, technical 
and externally led process as noted in the strategic plan352  
 
“JOHAP’s programme strategies will produce a number of outputs in order to 
achieve the stated objectives.  These will include: partners having the 
technical and organisational capacities they need to work effectively; a 
curriculum on Rights-Based Approaches to HIV and AIDS; at least two 
Community Learning Sites; two Good Practice Guides and skills building 
workshops based on the lessons learned under each objective; and JOHAP 
external relations and advocacy initiatives”.353  
The thrust of the programme has been, and continues to be, short term contracts 
with consultants (local and international) to do specific pieces of capacity building – 
and not as a coherent process with room for change.  The result has been a series 
of capacity building workshops and using the partner platforms as spaces to 
address the donor identified themes.354 
 
5.2.3 Relationship between donors and funded organisations  
 
The relationship between donor and funded organisation is essentially one of 
power.355  However, more careful analysis, based on specific organisational 
relationships, is needed to understand how power is deployed and with what 
consequences.  Batilwala notes that power is about control over physical and 
financial resources as well as over the ideology which sets rules and ideas.356    The 
three types of power defined by Allen,357  domination, resistance and solidarity can 
be applied to the donor – funded organisation relationship to understand the power 
dynamics at play.  
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What is the type of power between donor and partners?  It is clear that donor 
organisations can and do wield power over those organisations they fund, in respect 
of what the organisation does, how it does it and how success is measured.  Power 
is also evident in the “ownership” of ideas, materials and programmes that are 
developed.  Often copyright rests with the donor and not the partner, or donors 
claim the success and learnings of a particular project or organisation as their 
own.358  The ultimate power lies in the fact that the donor can at any time, and for 
any reason, pull the plug on the funding. 
 
It is possible that the donor and funded NGO can work together more as equals. 
This requires an upfront negotiation of power, acknowledgement of the different 
contributions each party brings to the process, methods to make the relationship 
less hierarchical and a built in, neutral accountability mechanism.  JOHAP view their 
relationships with funded organisations as ‘partnerships’.  Partnership should “help 
set a consensus framework within which different parties and their interests can be 
negotiated.”359  As such, a partnership could imply mutuality, interdependence, 
power-balance, and fairness.  Given the nature of the relationship between funder 
and recipient, it is critical to acknowledge and then discuss the issue of power and 
to analyse whether such relationships can be ‘equal’ and whether they can be 
viewed as a partnership. 
 
Crucial to such a discussion is to debate what is valued in the partnership. During 
the research a key JOHAP staff member questioned whether the partnership can be 
an equal relationship when one partner has the money.360  Funded organisation’s 
expertise, understanding and relationship with community and the ability to deliver, 
(the very reasons why the organisation received funding in the first place), are not 
given equal value as the monetary input.  Similar findings were noted by Smith and 
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So whilst the donor articulates the relationship as a partnership, the possibility of 
an equal partnership is ruled out.  This is illustrated in the following example.   
JOHAP had, in late 2002, organised a two day capacity building workshop to build 
skills in monitoring and evaluation using as an example the Logical Framework 
Analysis (LFA) as a possible tool.  In early 2003, at the JOHAP Partner Platform (a 
forum bringing together JOHAP staff and partners) when the LFA was again 
presented, partners began to realise that this was a management requirement of 
JOHAP, rather than an option as they had initially assumed.   
 
One partner organisation argued that the LFA was not the only tool for planning, 
and based on their experience of using it they had problems with its linear nature 
and rigidity and already had plans to use alternative, more qualitative frameworks.  
This was turned down by JOHAP on the grounds that use of the LFA had become a 
management requirement as well the fact that partners had attended the capacity 
building and in doing so had endorsed the plan.  An intense debate ensued between 
the objecting organisation and the donor, with the facilitator, who was a JOHAP 
consultant, interjecting and accusing the organisation of “not being fair” to the 
donor by insisting on using an alternative method for monitoring and evaluation.  
This was challenged by the partner organisation, drawing on an earlier discussion 
about power in the partnership.  The organisation stated that their understanding of 
Partner Platforms, with the designated time for discussions and debates, gave the 
impression that JOHAP was opening up space in which the relationship between 
donor and partners could be developed through open and honest, dialogue which 
could include disagreeing with each other.    After a ‘cooling off period’ JOHAP 
finally agreed to allow the organisation to use an alternative planning, monitoring 
and evaluation framework.362   
 
It is important to note that whilst this particular organisation was able to challenge 
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the donor, at least in the short term, not all are able to.  The interpretation of the 
silence of most of the partners, is that many organisations are not comfortable with 
disagreeing with donors for fear of losing support; not ‘biting the hand that feeds’.   
In this case other organisations did not take part in the discussions partly because 
they view JOHAP as a ‘good donor’ and did not want to appear ‘ungrateful’, did not 
want to incur the wrath of the facilitator and also because they did not necessarily 
know of other alternatives to do their monitoring and evaluation, mainly because 
other alternatives had not been presented at the monitoring and evaluation 
workshop.  
 
Individuals within the organisation under discussion had a history of challenging 
donors in general and JOHAP in particular and had internal debates about role and 
influence of donors.  Whilst the debate in the meeting was tense and unpleasant 
the organisation did not fear that JOHAP would at any stage not fund them.  
Subsequently, other organisations approached JOHAP to use similar qualitative 
methods and were told they were unable to do so.  In the end, the organisation 
eventually ultimately submitted to the donor requirements for “the sake of 
salvaging the relationship which had soured to some degree”.363 
 
In conclusion, partnerships need buy in from each side of the relationship.  
Organisations are linked not only through the shared goal of enabling development, 
but because each entity needs the support of others for its change process to have 
a positive impact.   The challenge is to recognise, acknowledge and negotiate the 
power imbalance and set in place mechanisms to reduce this.  
 
5.2.4 Whose agenda is gender? JOHAP’s approach to gender and 
mainstreaming 
 
There has been extensive debate and discussion around who pushes the gender 
agenda.364   For example, some writers acknowledge that gender has been heavily 
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promoted in international development circles by gender policy advocates, who 
represent a relatively small group of bilateral agencies (for example, CIDA, SIDA), 
sometimes leading to accusations of a donor driven agenda.  However with the 
absence of guiding policies produced by governments at country level, donors were 
‘forced’ to write their own Women in Development (WID) and/or Gender and 
Development (GAD) strategies.365  Such strategies are limited in scope and are 
often not based on the context into which they will be implemented.  They are 
products of the donors’ biases and planned programmes.   According to Jackson 
“the procedures of gender mainstreaming  - gender guidelines, gender training 
programme and gender toolkits cannot be relied upon to deliver WID/gender 
objectives; nor should the pressure for institutional change be conceptualised as 
deriving entirely from organised external pressure groups such as donors.”366  
 
The role of the gender policy for donor agencies should be to underpin and define 
the practice of the organisation.  Furthermore the policy should form a link between 
internal institutional issues (such as who makes policy, how does gender policy 
rank with the organisation’s other policies, is the organisation hierarchical or 
participatory) and external programmes (for example, relationships with partners, 
and balance of power between donor, partner and partners constituencies).  
 
AusAID (level one) have had a gender and development policy since 1997, when 
they shifted from exclusively addressing women’s needs to a “broader approach 
that considers the gender roles, needs and opportunities available to women and 
men.” 367  AusAID aims to ensure that this gender perspective is integrated 
throughout the aid policy; they will fund organisations that fulfil certain criteria and 
hold those recipient organisations accountable should they, in turn, fund other 
organisations.  Hunt368 notes a tendency to ‘get stuck’ on the practical gender 
needs and that not enough attention is focused on strategic interests.  This is 
echoed in the AusAID evaluation: 
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“More than half the activities reviewed revealed that women’s practical 
gender needs such as greater access to education and health were 
addressed.  However there was insufficient information to demonstrate that 
the activities were meeting women’s strategic interests, such as greater 
participation in decision making”.369 
 
In 2002, OCAA (level two) developed their mainstreaming gender policy, a cross-
cutting theme for 2002-2005.  In the policy gender is defined as “different roles and 
responsibilities adopted by women and men; these are learnt and vary between 
cultures and localities and may change over time.”370  Mainstreaming gender is 
outlined as “ensuring that gender analysis and planning informs all of an agency’s 
actions, including policy formulation, agenda setting, planning, human resource 
management, programme management, information management and resource 
allocation”.371  Analysing both the definition of gender and gender mainstreaming, it 
is obvious that the mainstreaming process is technical and not a political process.   
 
The key objectives in the OCAA policy include an awareness of gender relations in 
the programme and projects that OCAA supports in order to encourage partners’ 
efforts to change practices which are considered to be harmful or discriminatory.  
The policy states if it is perceived that a project in its current form will in anyway 
have a serious negative impact on women, the project proposal will not be accepted 
for funding.  However, the notion of serious negative impact is not fully articulated 
in the policy and there are no guidelines. Therefore decisions regarding funding are 
left up to the field staff to determine. Their responses will obviously be based on 
their own understanding of gender, which may not be as complete as the staff who 
drew up the policy:372 it is noted that the document reflects the gender ideologies 
and institutional practices of the Australian offices. International staff acknowledged 
                                      
369
 AusAID 2002: p4 
370
 OCAA 2002 p 4 
371
 OCAA 2002 p 4 
372
 OCAA 1998 
132 
 
that the process of moving from policy to programme has been a slow.373 
 
Jackson374 questions who can express women’s gender interests and how legitimate 
it is for ‘outsiders’, such as development agencies, to impose concepts such as the 
separate interests of gender and the subordination of women in the face of 
apparent disregard of local contexts and cultures.   In exploring the relationship 
between donor and funded organisations, in this case JOHAP and its partners, it 
emerges that donors influence the local development agenda, and that of their 
partners through their funding strategy, management requirements, advocacy 
strategies to change issues and through capacity building, using donor 
conceptualised frameworks, ideologies and approaches.  This is clearly not a 
neutral, apolitical process or relationship.  The reality is that donors do define and 
set development agendas, often because they set the policy and hold the purse 
strings.  Development aid is a political process and is often in the interest of the 
donors, who have subtle and not so subtle ways of directing the aid process.375 
 
 “Aid donors give aid on the basis of their ideas of what constitutes 
development, which spring not only from their own ideologies and systems of 
values, but from their prejudices and fears”.376  
 
A number of donor agencies have played a role in raising awareness of the need to 
integrate gender into policy and programmes.377  They have had varying success at 
both integrating gender into their own institutions and into that of the organisations 
or institutions that they fund.  Amongst donors, the international NGO’s were the 
first to promote a gendered approach to development.   
 
Smith378  in a paper on donor influence on CBO’s in South Africa argues that since 
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1994 donors have had more of an influence on what South African NGO’s do and on 
how they operate.  
 
“Donor influence on NGO’s is typically seen only in negative terms.  There 
are, however, some areas where donors have had an important positive 
influence.  For example, many donors have contributed significantly to 
making South African NGO’s more aware of the importance of issues such as 
gender and HIV and AIDS in their work, and have provided capacity building 
and other resources to increase the ability of NGO’s to deal with such 
issues”.379 
 
However, Smith also notes that donor NGO’s are more open to influence by 
partners or recipient organisations. 
 
Accepting money from donors means agreeing to the conditionalities and contracts 
made:  “the acceptance of increasing volumes of foreign aid involves entering into 
agreements about what is done, and how it is to be reported and accounted for.” 380 
Giving money and resources allows donors power over partners.  Donors may want 
to influence change on the basis of what their own ideological position is.  For 
example, Oxfam has a long history of working for gender justice and this is explicit 
in their approach to HIV and AIDS, that is addressing gender is critical to effective 
programming.  Whether it is acceptable or not it is a reality that donors do and will 
continue to influence agendas.   
 
Given that the influence of donors is a reality it is thus vital to examine how they 
influence partners – both the process of influencing and the mechanisms used to 
affect their influence.  In terms of the process of influencing gender integration 
some key issues are; whether the intention to influence is stated or unstated, is top 
down, negotiated or participatory, and whether funding dependant is on addressing 
gender.  If the donor approaches gender in a feminist way the reality of power will 
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be recognised and negotiated.  The fundamental question is whether organisations 
want to integrate gender.   In other words, do funded organisations have a choice - 
is it acceptable to ‘force’ gender mainstreaming or should it be a more organic 
process? 
 
Insisting on gender may result in a ritualistic and meaningless insertion of gender 
which has no consequence on actual project performance.381   It is important to see 
this discussion in the light of the debates about whether donors should be involved 
in capacity building of their partners. This links to the point made by Macdonald382 
that even if the donor organisation has established credibility, the role they should 
or can play in pushing a gendered agenda still needs to be questioned.  For 
example, it is important to interrogate who influences the pace and direction of the 
dialogue and determine what is the most appropriate role of the donor in support 
and capacity building.  
 
A critical part of the research was to understand the role that both staff 
(international and local) and partners felt JOHAP played or should play in 
influencing gender integration.  One of the international staff from Novib, noted 
that gender mainstreaming, or the integration of gender as a donor driven process, 
“cannot be escaped but can be done sensitively”.383    Their approach is transparent 
and they negotiate power from the outset of the relationship, long before funding is 
received.   Partners know that they are expected to address gender inequality and 
Novib have developed a set of guidelines and stages which are shared with 
partners. 384 Novib are clear that they do not do capacity building – although they 
do facilitate dialogue between partners by bringing them together to discuss 
gender.385  
 
JOHAP’s approach is somewhat different, with more hands on gender 
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mainstreaming training, often facilitated by consultants from the North.   
Specific strategies used by JOHAP to monitor gender include asking specific gender 
questions in the proposal, a gender checklist that has to be completed when 
applying for funds, holding partner platforms that may deal with gender issues, 
conducting site visits, through monitoring and support where specific questions 
around gender are asked and funding specific organisations that deal with gender 
and HIV and AIDS.386 
 
Partners’ responses to JOHAPs role in influencing their work on gender were 
mixed.387  One person interviewed noted that they know that JOHAP is “gender 
sensitive but that they do not push the line”.388  Another respondent noted that 
JOHAP “did not push the gender agenda hard enough and that there was something 
lacking in their approach.”389  Generally JOHAP are viewed as flexible funders who 
are prepared to fund broadly; whilst they do ‘insist’ that partners look at gender, 
this is acceptable to most of the partners.390  
 
JOHAP commissioned an evaluation between March and May 2001 in which the 
gender sensitivity of JOHAP was reviewed with respect to all three programme 
objectives: partnership, governance, management and leadership.  The evaluation 
showed that in relation to gender, JOHAP is seen as having pioneered attention to 
gender’s links with HIV and AIDS in South Africa, and has enabled partners to 
develop strong sensitivity to the subject.391   Partners were positive about JOHAP’s 
guidance in relation to gender.  Based on the evaluation findings the following 
recommendations were made: 
 
 The inclusion of a gender analysis in the problem description of project 
proposals, 
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 The development of gender-sensitive strategies and indicators that reflect a 
gender analysis, 
 Enabling partners to acquire the knowledge, skills and resources that they 
need in order to mainstream gender into their work,   
 Focusing on gender issues, in both partners’ projects and organisations, in 
quarterly monitoring visits and reporting mechanisms, and internal and 
external evaluations,  
 Monitoring and evaluating of JOHAP’s performance in achieving gender equity 
in all aspects of its programme management and governance, and 
organisational development.392   
 
Whilst these objectives demonstrate a clear plan to highlight gender, they are 
mechanistic and focusing on the technical and less on the political.  Such an 
approach requires that partners and JOHAP have specific gender expertise.  JOHAP 
have no clear indicators of ‘successful’ gender mainstreaming.  Whilst indicators 
may not be the best way to measure success there are clear indicators for all other 
objectives of the programme – the lack of gendered indicators is thus telling.   
Partner organisations also did not have gendered indicators.  Whilst organisations 
are addressing gender issues it is often because of the demands of the epidemic 
and not because the organisation uses a gender discourse and lens.393   
 
A key challenge to the JOHAP programme is the integration of gender at all levels of 
the aid chain.  Whilst one Oxfam may be committed to gender mainstreaming, 
another may not be as committed.  The same may go for back donors who may 
have different interests and issues to be highlighted.  By the time money is placed 
with partners the influence and interpretation of gender and what it means to 
integrate or mainstream has gone through five levels.  A further possible barrier to 
the success of gender programmes is that the partners themselves may not have 
either the skills to mainstream gender within the organisation, or the inclination 
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and will to do so.  
 
What is the benefit of gender mainstreaming for target populations?394  Does 
mainstreaming actually change the way target groups and stakeholders are dealt 
with at the project level?  The research confirmed observations made by other 
researchers, that often gender mainstreaming is made into the goal itself, rather 
than being a means to the goal of gender equity.395  Success of programme ability 
and progress in gender mainstreaming can only be measured at the field level.  The 
Novib programme officer noted a concern that “the gender framework of the 
programme has not always been strongly maintained in practice.”396 
 
The research showed that at the local level the JOHAP South African office have not 
benefited from development processes of OCAA.  Furthermore, the vast experience 
of Novib has also not been absorbed.  Local staff noted difficulties in gender 
mainstreaming internally and it appears that no one person is really pushing a 
gendered agenda beyond the need for partners to acknowledge the link between 
gender and HIV and AIDS and to provide gender de-segregated data.  Local staff 
understanding and experience of working on gender issues has differed over time 
and this difference in expertise was reflected in partners’ experience of the help 
provided by JOHAP staff.   
 
Many partners have a similar understanding of gender to JOHAP addressing 
difference but not gender inequality using power discourses.  For many 
organisations addressing gender is done because of women’s increased vulnerability 
to HIV and AIDS.   Some partners noted the need for JOHAP to make more explicit 
why they need to include gender issues in order to make the issues more real.   
 
Gender mainstreaming is a complex process.  Whilst many individuals and 
organisations are committed to mainstreaming gender at a policy, programme and 
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project level, they lack the necessary planning skills and tools.  Another school of 
thought questions the need for tools and guidelines, toolkits and manuals.  For the 
tools to be successful they must be “conceptualised together with users and must 
be sector specific”.397    
 
Capacity to apply a technical approach to mainstreaming is needed by both JOHAP 
staff and partners.  A key objective of OCAA is to explore gender issues with all 
staff and counterparts and be responsible for following through on these issues by 
proving adequate support including, where appropriate, assisting with strategies, 
recommendations and appropriate training.  However, the research suggests that 
JOHAP staff have not tapped into the resources and experiences from local 
organisations, the head office or other Oxfams.   
 
JOHAP has made efforts to build capacity in partners in the following ways: 
 
 The use of external consultants – for example to offer training to partners or 
to assist in the drawing up of policy.    
 Site visits – at which questions around gender aimed to get organisations to 
reflect on gender issues.  This has been less effective in phase two according 
to partners, due to change in management at JOHAP  
 Partner platforms - which bring partners together to share learning and 
provide capacity building around certain issues 
 
Most of the other partners interviewed expressed a lack of confidence in themselves 
to properly address gender issues and highlighted the need for support.398   If 
partners are to successfully mainstream gender using the technocratic approach 
required by JOHAP they need to build upon their theoretical understanding, and to 
develop practical skills to integrate gender into their everyday work.  Similarly, a 
plan for JOHAP staff is also needed. 
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A feminist interpretation of gender sees as central an understanding of the unequal 
power relationships between men and women: the key concern is power dynamics 
that oppress women and add to their vulnerability.  A feminist approach to gender 
sees gender as a political issue that is about power, seeking to bring the private 
into the public arena of debate and action.  High priority is given to helping women 
transform the prevailing power dynamics.399   In short, whilst JOHAP have had 
some successes in addressing gender and in influencing their partners to consider 
gender, their response falls way short of a feminist approach.  In the ‘non-feminist’ 
definitions and approaches, gender becomes descriptive, focusing on the different 
roles and responsibilities of women and men, but does not challenge the power 
imbalance:400 a focus on gender in programmes is often not sufficient to address 
women’s oppression.  Although the gender discourse has filtered through to policy-
making institutions, the concept of gender has been re-interpreted to suit 
institutional needs.  This has included using gender to side-step a focus on women 
and the radical policy implications of overcoming women’s lack of privilege.401  The 
key must be a concern with gender justice as a core value.402   
 
5. 3 Summary 
 
Donor behaviour is profoundly political, with both the role and relationship 
reflecting the power dynamics between the funder and the funded.  Whilst 
international NGO donor agencies are often more mindful of the power issues, they 
are increasingly bound by the demands of back donors which are linked to so called 
evidence based interventions and specific notions of what constitutes ‘success’ and 
‘impact’.  The rising pressure for this kind of outcome is shifted onto the partner, 
with donors introducing stricter management requirements and increasingly, more 
technocratic approaches to measure success.  JOHAP are no exception, having 
introduced more management requirements as well as a much tighter capacity 
building programme which is based on their own conceptual frameworks, 
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assumptions and language in phase two – thus progressively constricting the space 
that partners have for setting their own agendas.    
 
Relationships of power and influence is not one sided.403  Current debates in donor 
agencies around good governance and participation provide a platform for 
questioning the nature of participation and politics from a feminist perspective.  
Negotiating power with the donor may not be easy, and it is possible.  What is 
needed is a consciousness by organisations being funded about the power they do 
have, an increase in the level of dialogue on a one to one basis between partner 
organisation and donor as well as collective action by an organized civil society, 
especially the NGO sector so that donor domination is at the very least exposed and 
ideally challenged and the basis for such re negotiation of power established.    
 
Donors in South Africa, especially international NGOs who articulate their 
commitment to working in solidarity with local organisations and in this case, 
JOHAP, together with partners  are faced with the challenge of making these 
elements an integral part of their value systems, thinking and approach and 
consequently, their strategy. The rhetoric as well as the genuine intention to ‘do 
something’ about gender is apparent, and the research suggests that more could be 
done, and importantly what is being done could be more effective with more 
meaningful partnership and a mix of technical and political elements to gendering. 
 
Donors clearly have power over non-governmental and governmental organisations 
and institutions responding to HIV and AIDS.  Whilst there is an increasing flow of 
resources this research has demonstrated that in general there is a gap in funding 
for organisations that address HIV and AIDS through a women’s rights lens.  Whilst 
some more established organisations, with track records and long term 
relationships have secured funding for women’s rights work, there are others who 
battle for funding.  Even for those organisations with multiple donors there is often 
a challenge to secure long term funding which addresses the need for core and 
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unrestricted funding.  Clearly, the increased funding for HIV and AIDS is not being 
accessed by organisations involved in women and AIDS in a way that matches the 
disproportionate impact of HIV and AIDS on women’s lives.   Furthermore, 
organisations addressing HIV and AIDS through fighting for women’s rights are 
even less likely to get funding for their work – partly because they are often unable 
to prove the impact of their work on the two epidemics. 
 
The choices that donors make to fund women, HIV and AIDS or not, impacts on 
different levels of vulnerability.  Donors lack of funding to address women, HIV and 
AIDS is a concrete example of programmatic vulnerability, where funding decisions 
to support or not support specific projects or programmes, have a positive or 
negative impact on women’s lives, abilities to protect herself and her access to 
treatment, support and services.  There are donors who understand and define 
gender in a political way, that is, power relations are at the centre of their analysis.  
If donors adopt a feminist approach and understanding of gender, this analysis 
should be applied to the relationship between donor and partner, and they should 
be mindful of, and develop steps to mitigate, the effects of power in the 
relationship. 
 
The next chapter will address social movements and provide examples of women 




Chapter Six: Power with. Building global movements.  
Mobilising around identity & issue 
6.0 Introduction 
 
Action is reflection and consciousness in practice.404  Over the last thirty years there 
has been a substantial growth in, and participation by, civil society, as greater 
awareness and consciousness about problems has resulted in increased action at a 
local and global level.405  Women have been at the forefront on many struggles and 
yet have received little recognition for their contribution to social, economic and 
political change in struggles other than the women’s movement.  Women’s 
collective actions have remained invisible, just as women’s contributions generally 
have been absent from historical and social studies.406   
 
Politics and protest as portrayed by the media remains a male domain: women are 
visible in protest mainly through their participation in feminist causes.407  However, 
women have initiated and been part of struggles for their survival as women in 
their many devalued and identities roles in patriarchal society.408 
 
Power with, or working in solidarity for a common cause with others, is undoubtedly 
effective, although results may not be realised in the short term.  Women have 
secured major victories over the past decades.  Furthermore, the women’s 
movement in particular, and women acting in solidarity in general, have learned 
many lessons about how to organise together, how to strategise and how to effect 
change. 
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This chapter explores how mobilisation around identity and issue, that is organising 
together around a common theme, is an effective strategy to addressing women's 
vulnerability and empowerment.  A discussion of social movements follows.  Two 
case studies are presented.  Case study one looks at mobilising around identity: 
women living with HIV.  The chapter draws on the experiences of an international 
network and its attempts at building solidarity amongst women in southern Africa 
through capacity building in advocacy. Case study two examines mobilising around 
an issue: microbicides as a potential woman-controlled prevention technology.   
 
6.1 Social movements, women’s movements   
 
A social movement is a means of organising around conflict, through taking private 
disputes and making them political ones.409   AIDS impacts on and is driven by 
personal and political aspects, and lends itself to social movement building.   The 
importance of international social movements in playing a leading role in setting 
norms for both the NGO and governmental sector, nationally and internationally 
cannot be understated.  The treatment movement in South Africa and globally has 
been extremely effective in ensuring that treatment access is high on the national 
and global agenda’s and that more and more people are accessing treatment.  
However, social movements do not necessarily take up women’s rights issues, and 
the treatment movement is a case in point.   
 
The transformation of gendered power relations is essentially being driven by the 
women’s movement.  The general goal of the women’s / feminist movement is to 
empower women.  This implies “fundamental changes in gender relations as well as 
in political, economic and social structures that relegate women to less powerful 
positions.” 410   Feminist movement building refers to the power that a diverse 
group of women can exercise collectively when working together to define and 
strive to achieve feminist aims.  The movement is “engaged in changing the way 
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development issues are defined,”411  transforming those agenda’s in a way that 
benefits and changes women’s lives. 
 
At the core of the feminist movement is recognition of patriarchy as a system of 
male oppression and domination which has a material /economic base.     The 
movement strives for democracy and equal rights within the feminist tradition 
whilst acknowledging that equal rights are a necessary step towards transformation 
but they are not an end in themselves. The movement thus seeks more holistic and 
structural transformation of society, and a transformation of all relationships 
including the personal.412 
 
What is the state of the women’s movement?  There is ongoing commitment among 
feminists to some kind of women’s movement even if there is a dissent about what 
form it currently takes and what form it may take in the future.413   
 
“The movement is not an amorphous whole it may even be fragmented, but 
in each of the fragments the idea of a political project is alive and well.  In 
some parts of the globe there is no questioning of whether there is a 
women’s movement.  It is visible and strong and focused on struggles of life 
and death against poverty and exploitation”.414  
 
There are different types of issues that have drawn women into social protest such 
as  economic survival, nationalist and racial/ethnic struggles, peace, environmental 
justice, education and health.   In different eras, the boundaries shift (not only over 
periods of time but also in different parts of the world) and different issues are 
taken up as women’s rights issues.  Feminist agendas change over time, in the 
context of general societal and historical developments. Women’s protests have 
ranged from securing the vote to reproductive rights, addressing the feminisation of 
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poverty and violence against women. However, some issues remain constant over 
time for example, the regulation of women through control of the body and 
sexuality.  There is still an urgent need for feminist action within political, social and 
institutional contexts, to deal with the regulation of women through sexuality / 
body and identity and diversity, amongst other things. 
 
“Challenging orthodoxies, questioning the taken for granted – stirring it – is 
the business of feminists, and we are at a historical moment where feminist 
dynamism is much needed”. 415 
 
The women's movement consists of social and political actors, aiming to make 
visible and change the inequality and oppression suffered by women at a local, 
national and international level.  The movement encompasses diversity and 
difference.416   The recent Association of Women’s Rights in Development (AWID) 
forum held in Cape Town during November 2008 highlights the diversity and 
vibrancy of the movement.  Entitled The Power of Movements the forum brought 
together over 2000 feminists and women’s rights activists involved in HIV and 
AIDS, sexual and reproductive rights, environmental issues, sex worker rights, anti-
war, knowledge rights and the fight against religious fundamentalism.   
 
Like any other issue, activities of the movement get defined by the agendas and 
constraints of funding agencies; political and progressive movements are 
increasingly being subsumed by funded ‘professional’ activities and other major 
issues.417   However, despite funding constraints and other barriers the AWID forum 
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6.1.1 Women’s involvement in HIV and AIDS 
 
Since the beginning of the epidemic women have been, in many countries, at the 
fore-front of both prevention and care interventions.418   
 
“When the HIV epidemic emerged in the early 1980’s women were 
immediately affected.  They were present as care-takers, educators, 
physicians, public health officials, community activists and patients.”419 
 
This trend continues with women taking on the bulk of efforts to address HIV and 
AIDS, mainly in service delivery, but increasingly more women are involved in 
advocacy and activism.  It is also acknowledged that women living with HIV and 
AIDS have played a vital role in the fight against AIDS.420   What is less obvious is 
the role of women’s organisations as part of the broader feminist / women’s 
movement in HIV and AIDS. It is important to make the distinction between 
interventions that are essentially feminist in nature and the involvement of 
women’s organisations who are not necessarily progressive, and who would not 
define themselves as part of the women’s movement.  From the late 1980’s there 
have been some feminist academics writing and researching issues around gender 
and HIV and AIDS from a United Kingdom / United States of America 
perspective.421   This chapter, whilst drawing on the theories of such writers, will 
focus more on issues around activism, on movements taking up the many issues 
presented by the HIV and AIDS epidemics.   
 
The first case study to be presented in this chapter demonstrates the intersection of 
HIV, lost rights and the need to fight together to mitigate the impact of HIV. 
The essential elements of solidarity include a personal commitment to the issue 
that is long term.422   Activism is a combination of a personal and a political 
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relationship to the issue.423   Existence of just one of the two connections, that is 
personal or political, is not sufficient to motivate women to activism.424  
Explanations for activism are more complex than simple explanations of solidarity, 
and there is a need to look at self-interest.  Boehmer 425outlines the process from 
personal to political to action.  At the point of diagnosis the personal becomes 
political.  Community activism follows as women whose identities are already 
overlapping with collective identities, for example, women living with HIV, start 
working with others, this could be in support groups, or involvement in local 
organisations.  The final stage is when women have more of a political / ideological 
approach which is motivated by a collective identity.  It is important to note that 
personal identity does not necessarily match collective identity, for example, white 
people may be involved in anti-racism just as HIV negative women are involved in 
the HIV positive women’s movement.426  Critical to this involvement however, is 
that those most affected should be at the forefront of the struggle and provide 
leadership and vision based on their personal experiences. 
 
6.2 Case Study: Organising around Identity:  Women living with HIV and 
AIDS 
 
As noted in chapter four, since 1998 I have had many opportunities to facilitate 
processes for women living with HIV and AIDS, many of them around the multiple 
identities of HIV positive women and assisting in developing advocacy strategies to 
increase voice, participation and raising specific issues to effect policy and practice 
change.  Through these processes I have had an opportunity to deepen my 
understanding of the myriad of issues affecting women living with HIV, identify the 
multiple discriminations and hardships that are both HIV and non-HIV related, 
begin to explore the issue of identity on the basis of HIV status and gain insight into 
the reality of being HIV positive. 
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This case study, based on a combination of those experiences, as well as individual 
interactions and interviews with women living with HIV and AIDS, seeks to 
understand the power of solidarity and organising around the issue of a shared 
identity.  This chapter, more than others, is illustrated by the voices of those most 
affected, highlighting experiences of vulnerability, oppression and empowerment. 
  
6.2.1 Mobilising around identity 
 
Marginalisation is a both a process and a result of a process, which ensures that 
certain people are excluded from accessing and enjoying the same benefits, rights 
and claims that others in that society access.427  This exclusion may be conscious or 
unconscious, on the part of both the marginalisers and the marginalised.  It may be 
embedded in the “system” or inflicted by individuals, groups, communities and 
societies in general, who set up and maintain the “system”.  Marginalised people 
may also unconsciously reinforce such marginalisation. This deepens silence and 
invisibility and helps amplify stigma and discrimination.  Marginalised people may 
experience levels of marginalisation; firstly they are marginalised on the basis of 
different identities and realities, for example, gender, sexuality, age, HIV status, 
geography and location and secondly they are marginalised by the very people and 
processes that are meant to ensure their well-being and uphold their rights, by 
exclusion in the design and implementation of policies and programmes.  
Addressing marginalisation means mobilising a more effective response where 
people can represent themselves, their own realities and find their own solutions, 
rather than only and always being represented by others.428 
 
Identity politics refers to claiming ones identity as a member of an oppressed or 
marginalised group, and using identity as a political point of departures.429   
Identity is a major factor in political mobilisation.  HIV status has raised a new 
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identity politics: the identity as a person living with HIV and AIDS.  People living 
with HIV and AIDS have been at the forefront of the struggle for rights and access 
to treatment since the beginning of the pandemic.   
 
Initially, following the history of the epidemic, men living with HIV were leading the 
fight for treatment.430   In the late 1980’s and early 1990’s women and men living 
with HIV and AIDS organised globally under the banner of the Global Network of 
Positive People (GNP+).  As in broader social movements, women as leaders and 
women’s issues were marginalised in the politics of people living with HIV.  
Although women’s issues around being marginalised on the basis of their HIV status 
were in some way addressed in this movement, the different realities of 
predominately white, gay men, did not match the realities of women living with HIV 
and AIDS, many of whom were poorer, black women from Africa. 
 
Women therefore needed a home for their activism, a place to address their 
different realities and experiences of HIV, AIDS, vulnerability, blame, stigma and 
discrimination.  In 1992, at the 8th International Conference on AIDS held in 
Amsterdam, a group of women living with HIV from different countries met to share 
experiences and develop strategies for future action.  At this meeting the ICW, was 
established.  ICW is the “only international network run for and by HIV positive 
women”431  although this has become less true in recent times given that the head 
office in London is staffed, managed and led by HIV negative women.432  ICW was 
founded in response to the lack of support, information and services available to 
women living with HIV worldwide and the need for women living with HIV to 
influence and input on policy development.433  
 
The focus of ICW is based on identity politics, the need for women living with HIV 
and AIDS to be visible, vocal and have their different needs based on gender, class, 
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regional differences, sexual orientation addressed.  ICW is striving for a world 
where all HIV positive women: 
 
 Engage in meaningful involvement at all political levels, local, national, 
regional, and international, especially where decisions that affect women’s 
lives are being made;  
 Have full access to care and treatment; and  
 Enjoy full rights, particularly sexual, reproductive, legal, financial and general 
health rights irrespective of culture, age, religion, sexuality, social or 
economic status/class and race.434 
 
How do women living with HIV and AIDS identify themselves?  The following extract 
from a paper written by a group of seven women living with HIV, highlights multiple 
identities and the impact of living with HIV. 
 
“We are women living with HIV and AIDS but are so many other things as 
well. We are breadwinners, home-makers, activists, mothers, daughters, 
counsellors, lesbians, community members, leaders.  We are doctors, 
domestic workers, accountants, unemployed.  We are white, black, Christian, 
Muslim.  Because of these realities some of us are more marginalised than 
others. 
 
We need to be acknowledged as sexual beings – both as women and as 
women living with HIV.  We need to be seen as more than ‘reproductive 
machines’. 
 
We are all unique.   As women living with HIV we experience many of the 
same things but we also experience living with HIV and AIDS differently.  The 
lives of rural and urban women are not the same – working women and 
unemployed women face many different challenges.   






Often our own response to HIV and AIDS, and the expectations placed on 
women by society, echoes our tradition role as women.  We are seen as 
care-givers, to our partners, children and family– we are expected to put the 
needs of others before ourselves.  This is not good for us – for our health and 
well-being - it means that not only are we fighting a virus but we are also 
challenging the system which sees the needs of our children and our partners 
as more important that our needs as women.435 
 
The realities of women living with HIV and their challenges are clearly illustrated.  
Some identities and roles may be in conflict with each other, for example, societal 
expectations of what it means to be a mother and a partner are often seen as more 
important than women's own needs.  Having an HIV positive identity can transcend 
other identities; that is the experiences of being a women living with HIV, including 
oppression, marginalisation, blame and stigma, are so overwhelming and so acute 
that women are able to come together, despite differences, in order to address the 
inequalities experienced by HIV positive women. 
 
For many women, realising their identity as a woman living with HIV, as with any 
other identity, is a process.  It is not uncommon for oppressed groups to internalise 
such oppression, and a conscientisation process, similar to that experienced by 
women in the feminist movement of the 1960’s and 1970’s is necessary.  For 
example, at the first ICW Young Women’s Dialogue (YWD), a young Namibian 
woman stood up at the end of the workshop and said, “I have a new identity – I am 
not a person living with HIV, I am a young woman living with HIV”.436    In the past 
she had disregarded her identity as a woman, and in doing so paid little attention to 
her realities as a women living with HIV.  The workshop allowed her to reflect on 
her life and her oppression and deepen her understanding of the links between her 
experiences and her gender. 
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A second, more recent example of internalised oppression occurred at the YWD 
Namibia in January 2008.  Many of the young women present believed strongly that 
women living with HIV ‘should not have children’ that it was ‘irresponsible’ and did 
not take the interest of the child into account.437  Such beliefs mirror societal 
messages that seek to control HIV positive women’s reproductive and sexual rights.  
Through a process of exploring such beliefs, their origin and purpose, young women 
were able to understand better their rights, responsibilities and internalise issues 
around bodily autonomy.  It is only through such processes, which build solidarity 
amongst women living with HIV at the same time as challenging individual beliefs 
around gender, power and rights, that such widespread beliefs can be challenged 
and reversed.  The goal is for women to acknowledge their rights at the same time 
understanding that everyone is entitled to exercise their own choices without fear of 
discrimination. 
 
A key part of mobilising around identity is to build consciousness and solidarity:  
 
“As a young women living with HIV and AIDS I need to understand my 
rights and to use this to help others”.438 
 
“This workshop empowered me to deal with my fears – I know if I 
don’t make changes in my life and don’t tell other women they will 
suffer in silence”.439 
 
 
Through conscientising processes, in which women come to realise the political 
nature of their personal oppression, solidarity is built.  Women living with HIV have 
a history of sharing their issues and concerns through support groups.  The work 
that ICW does is built on the experiences of women ‘sharing problems’ to politicise 
such experiences and mobilising women into action.  A key part of the YWD’s for 
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example was to develop action plans based on the issues identified by the groups of 
young women, for example, economic empowerment and forced and coerced 
sterilisation which will be discussed later.    
 
6.2.2   Why is a movement of women living with HIV necessary? 
 
“Women’s history in the epidemic was one of unrelenting marginalisation.”440 
 
The issues facing women living with HIV and AIDS are many and varied.  Women 
face multiple marginalisations on the basis of race, class, gender, sexual 
orientation, urban and rural divide.  HIV intensifies already existing 
marginalisations and oppressions.  Part of building solidarity is to ensure that 
women speak in an amplified voice – “we will not get things on a silver platter, 
sometimes we must demand what we want.”441  
 
For the purpose of this case study, I will explore the lack of access to sexual and 
reproductive rights faced by women living with HIV and AIDS, and examine the 
ongoing solidarity, activism and advocacy by women living with HIV in Southern 
Africa.   In 2005, a ten country study, commissioned by an organisation called Ipas, 
examined the experiences of women living with HIV and AIDS and their ability to 
access sexual and reproductive health and rights.  In Southern Africa, the study 
explored the realities of women in South Africa, Lesotho and Swaziland.  The South 
African study was conducted by GAF.  The study uncovered shocking practices 
around the denial of rights in the health care setting.  A brief synopsis of this 
research defines the context of women living with HIV, rights and access and 
highlights why women need to mobilise and act in solidarity. 
 
The current health care service in South Africa is still battling with the legacy of 
apartheid: most women, especially poor, marginalised women, have never 
accessed acceptable standards of sexual and reproductive health.   Transformation 
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has been hampered by many issues including an increasing burden of HIV and AIDS 
and a steady ‘brain drain’ of skilled and experienced health care workers. 
 
HIV status has now become a reason for exclusion from, and denial of, services. 
Stigma and discrimination against women living with HIV has become common, this 
is experienced on many levels across the prevention-care continuum, from 
difficulties in accessing treatment for opportunistic infections, antiretroviral therapy, 
to lack of access to adequate care and support.   
 
One specific way that women experience this exclusion is through the lack of 
control and access to sexual and reproductive health and rights.  The Platform of 
Action for the World Conference on Women in Beijing states that the human rights 
of women include the “right to have control over and decide freely and responsibly 
matters relating to their own sexuality.”442  The reality is that, globally, women are 
from a world in which such rights are nowhere near to being attained.443   Previous 
oppressive and controlling policies in South Africa, pre 1994, have certainly formed 
the backdrop for future sexual and reproductive control albeit on different grounds, 
that of HIV status. 
 
The following extract from an interview from the GAF/Ipas study with a woman 
living with HIV highlights the realities of women's lives, and underlines the many 
difficulties and challenges for women to realise their sexual and reproductive rights: 
 
“We, as women, have no support from our husbands and the health care 
centers, my husband beats me even for burning the food, I was kicked and 
blamed for bringing HIV and AIDS in his house. I used to attend the support 
group. He followed me to stop me from attending and beat me all the way 
home.  At home he threw chairs and bottles of beer at me threatening to kill 
me with a gun if I continued with the support group. I cried for help but my 
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husband grabbed me to his bed for sex. The children were screaming in the 
next bedroom and they noticed that something bad was happening to me.  
 
He disclosed my status to the children shouting to the children that their 
mother was HIV positive, that is why she is attending support groups. She is 
running away to infect more men. My husband never tested but insisted I 
should give him my treatment, which I did because I had no option. My 
husband had STI’s, but he was always in denial and I had a lot of bleeding 
after sex and had to rush to the clinic and got no support from health 
workers and they blamed me for refusing to have sex with my husband.  
That is when I disappeared with my children to save my life 
 
I went to my mother to tell her that I had had enough and that I was coming 
back home but I had no support. The issue according to her was that the 
man had paid lobola444 and I’m supposed to die there. I have built my own 
house with my children and I am a free woman without a husband. I will 
never divorce him because he will kill me and it is worse because my parents 
are on his side. As women we are given access to antenatal services and the 
first to be tested for HIV but always blamed by partners for the spread”.445 
 
The issues raised in this story; violence, abuse, lack of support, rape, forced 
disclosure are common themes in group discussions and interviews with women 
living with HIV and AIDS in Southern Africa.446   Multiple oppressions based on 
multiple identities are evident.  It is obvious that current approaches to HIV and 
AIDS are woefully inadequate to address the issues outlined above.  
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Women's experiences at clinics  
 
There are policies and/or minimum standards that exist at a national and provincial 
level that inform training of health care workers as well as how people should be 
treated but interviews in the clinic settings highlighted that these are not well 
known and are certainly not implemented.447  The overall experience of women 
attending health care settings is negative, a violation of human rights. 
 
“There is a lot of discrimination and no service evaluation. There is no 
confidentiality, no caring, no respect, no motivation, no constructiveness, 
compassion, empathy and emotional and physical support. It is all about 
business, violation of human and reproductive rights”.448  
 
The general lack of respect was experienced in many different ways. For example, it 
was reported that one of the clinics was never opened on time. The behaviour of 
health care workers towards clients is undermining, rude and dismissive.449  One 
woman related how the health care workers “shout” at patients: 
 
“If you are very sick they shout at you and say that you are pretending. They 
tell you that you are not the only patient who is sick in the clinic, ‘so keep 
quiet and stop making noise.’” 450 
 
Women themselves are often deciding not to go to the clinic because of the service 
received.  
 
“Often they treat you very badly in such a way that many people have 
stopped going to the clinic. Many people are dying through depression stress 
and stigmatisation”.451  
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Health care workers do not seem to be aware of the impact of their behaviour and 
attitudes on clients.  One of the clinic nurses interviewed stated that “you have to 
be hard on them to get them to obey”.452 
      
Lack of knowledge 
 
Despite three decades of the HIV and AIDS epidemic, the women interviewed 
believed that nurses are not well educated about HIV and AIDS and have 
insufficient training and experience. Generally it was observed that the information 
given about prevention, treatment, sexual and reproductive rights and health was 
basic and not gender sensitive.453  Through treatment literacy programmes, people 
living with HIV often have more knowledge than health care providers.  One nurse 
admitted that she did not know much about treatment and other needs of women 
living with HIV.   She noted that the clinic gets little information and skills building 




Policy documents assert that confidentiality should be guaranteed from ‘testing 
through to death’ – yet this is not the experience of women attending the clinics.  
Lack of confidentiality was a common theme across the interviews and focus 
groups.  Some examples of breaches in confidentiality include: 
 
 The husband of one of the support group members interviewed was given 
her HIV status over the telephone by a clinic sister.455 
 
                                      
452
 Interview health care worker clinic 2. GAF/Ipas study.  May 2006 
453
 Interviews GAF/Ipas study. May 2006 
454
 Interview health care worker clinic 1. GAF/Ipas study.  May 2005. 
455
 Focus Group 1 GAF/Ipas study. May 2005. 
158 
 
 A nurse disclosing to a woman’s in-laws before her marriage took place: “this 
one must not come to your family to marry as she is HIV positive” 456 
 
Such breaches of confidentiality are clearly violations of human rights, but also 
point to the attitudes of health care workers and highlight the uncaring, abusive 
context of health ‘care’ settings. 
 
Issues of access: Understanding the barriers to services and treatment 
 
Lack of access to services is common.457  Women recounted their experiences of 
lack of access to treatment, reproductive services and sexual health services.     
 
“Too many women have died because they have no access to treatment and 
because of the stigma that is associated with HIV and AIDS”.458 
 
Attending a specific clinic does not mean that treatment will be accessed.  Being 
known by a health care worker, through a support group, personal relationship, 
friendship or being a regular at the clinic seems to be a pre-requisite for 
treatment.459  
 
“If you need treatment you should find a friend or a relative in the 
hospital”.460 
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“If you cannot establish contacts don’t bother to go to the clinic”.461 
 
There was a general frustration at the processes of accessing treatment.  Women 
interviewed felt that there are too many excuses and space for exclusion when it 
comes to accessing ante retro viral therapy (ARV’s) and treatment for opportunistic 
infections.   
 
Sexual and reproductive rights 
 
The interviews raised some serious, shocking and even horrific stories of sexual and 
reproductive rights being withheld, and many instances of abuse at the hands of 
the health care worker.   There is a perception by women living with HIV that 
nurses are against the idea of HIV positive women being pregnant, and this was 
verified by the attitudes of the health care workers.462  Women living with HIV 
related experiences of nurses abusing them when the nurses discovered that the 
women were pregnant. 
 
“They ask the women why do they fall pregnant because they are HIV 
positive and are going to give birth to Nkosi Johnson”.463 464 
 
A number of women were aware about the need, especially for young women living 
with HIV, to have regular pap-smears.  Often this knowledge was as a result of 
NGO treatment literacy programmes rather than from the health care workers.  
South African government policy is that women over the age of thirty can access 
three free pap smears in their lifetime.465  This does not take into account the 
specific needs of women living with HIV, who are more susceptible to cervical 
cancer.  It also ignores the vulnerability of younger women to HIV and by 
implication vulnerability to cervical cancer.  The reality is that by the time the free 
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pap smears are available many women have died.  The CDC recommends two pap 
smears per annum for women living with HIV, whilst WHO suggests one per 
annum.466  It is clear that South African policy needs to change. 
 
Access to termination of pregnancy 
 
Termination of pregnancy has been legal in South African since 1997.  However, 
accessing this right is not a given, and many women are either denied or 
‘persuaded against’ this option by health care workers.467  Women spoke of being 
‘scared’ to ask for a termination of pregnancy at the clinics. 
 
“If we do access the services we are treated poorly – no respect, health  
care workers are judgmental and often cruel: this adds to the  
emotional trauma of having a termination of pregnancy”.468 
 
Health care workers still exert a major influence on women regarding their 
reproductive choices, often through misinformation, withholding of information or 
through incomplete or poor explanations: 
 
“I did try to get information when I was pregnant and I tried to abort and the 
doctor said that I must be aware that I can die because there might be a lot 
of bleeding”.469  
 
This woman, based on the doctor’s advice, was too scared to terminate and went 
on to have the baby.  Another experience was of a nurse refusing termination of 
pregnancy as an “instruction not an option.”470 Women reported experiences of 
going to the clinic to request a termination of pregnancy and being sent from clinic 
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to hospital with no explanation as to why.471  As one women stated, the attitudes of 
health care workers make women go “to the streets for an abortion”.472  
 
It is ironic that in a country which termination of pregnancy is legal that women are 
forced to go for unsafe, illegal terminations. One of the worst cases of abuse 
uncovered in the interviews was of a woman living with HIV who decided to have a 
termination of pregnancy.  Once the procedure was over, she was given the foetus 
to take home.  The nurses told her that they had done that much for her, it was her 
decision and that she must deal with the foetus because if they did they would have 
nightmares.473  Women living with HIV are faced with mixed messages from health 
care workers:  they should not get pregnant but if they do they should not have 
abortions.   
 
Termination of pregnancy is also linked to forced sterilisation, where women are 
told they will be given a termination on condition that they agree to being 
sterilised.474 The issue of forced sterilisation was reportedly much worse in the rural 
areas, but more recently it has become apparent that sterilisations are happening 
in urban areas as well. This will be discussed in further detail below as it is a key 
issue for ICW Southern Africa. 
 
In summary, women living with HIV and AIDS do not easily access their rights to 
sexual and reproductive health and services.  This is due to a complex set of 
interrelated factors.  Firstly, the oppression of women in intimate relationships and 
households impacts on her ability to access health.  For example, women are often 
prevented by their male partners from attending health care centres or other places 
of support, counselling and care or women have their medication taken away from 
them and either used by their male partners or destroyed or thrown away.475 
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Secondly, the health care system is regarded by many women living with HIV and 
AIDS as a place of trauma and degradation. This applies to accessing health in 
general but more especially when it comes to reproductive and sexual health issues 
which are always more sensitive, complex and personally invasive.  The lack of 
access by women living with HIV to reproductive and sexual health services is in 
the first instance an outcome of an undeveloped health care system in general, a 
people unfriendly culture and a women unfriendly range of services and skills.  As 
women living with HIV live with stigma, blame and discrimination these issues are 
heightened. There are few reasons for a women living with HIV to want to present 
herself for “care” to the public health care system. Yet the crucial importance of the 
ability, opportunity and motivation of women living with HIV as “health seekers” is 
well understood.  Even when women living with HIV become empowered to be 
actors in their own health, they are insulted for knowing and understanding their 
needs and the correct options for their treatment. 
 
Over and above this, the culture of the medical profession also seems to reinforce 
the power of health care workers as they consistently deny women their rights.   At 
the same time, nurses are at the bottom of the pile of a patriarchal medical system 
and have internalised the norms and values of this system.   The GAF/Ipas study 
found numerous examples of strong, negative attitudes of health care workers to 
women in general and women living with HIV in particular. This was expressed as 
rude, abusive and sometimes cruel behaviour as well as misinformation and 
ineffective communication. The health care centre should be a place of quality 
services, in respect of equipment, medication and attitudes of personnel but this is 
seldom true in the public sector system.  The consequences of these attitudes 
include women often avoid attending health care centres until they are desperate, 
so remain sick and depressed at home.476 
 
Furthermore, health care workers lack of knowledge about HIV and AIDS result in 
inaccurate, incomplete information being given in a place and context where 
                                      
476
 Focus groups GAF/Ipas study. May 2005. 
163 
 
accuracy and good communication are critical to health and well-being.  HIV and 
AIDS are creating imperatives for women and men to become better informed 
about medical and treatment issues.  An increasing number of women present at 
health care centres expecting to engage with health care workers on the options for 
their treatment. Health care workers often don’t have this information themselves 
or are threatened by a treatment literate community. Demonstrating knowledge of 
drug options as a women living with HIV may have a negative impact on women’s 
ability to access the drugs they need.477 
 
The GAF/Ipas study clearly indicates that access to reproductive health and services 
is poor, uneven and erratic and dependant largely on the will of the health care 
worker. Even knowing one’s rights doesn’t guarantee that women are able to 
demand and access these services.   It is obvious that despite AIDS activism to 
date, including treatment activism has not impacted sufficiently on women’s lives; 
women living with HIV are still unable to access quality care, treatment and support 
that meet their needs for sexual and reproductive health.  There is a necessity for 
the movement of women living with HIV to be strengthened and for the movement 
to address the numerous violations and oppressions facing HIV positive women.   
 
6.2.3 Solidarity: fighting for the sexual and reproductive rights of women 
living with HIV and AIDS 
 
Ryan notes that  
 
“for social groups to change their situation there is a need for concerted 
efforts with multifaceted strategies: political work and disruptive direct 
actions, national grassroots organizing, mass media events and personal 
change efforts”.478 
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Sexual and reproductive rights have been a key issue for women living with HIV 
and AIDS and ICW has been active in various campaigns globally and regionally.  I 
will focus on the most recent campaign which tackles forced and coerced 
sterilisation of women living with HIV and AIDS.  According to Patel479 coerced 
sterilization refers to cases where coercion was involved in obtaining the legally 
required informed consent for the sterilization.  Whilst I agree in part with this 
definition, one needs to question the actual nature of consent – whilst consent may 
have been obtained it may not be informed.  Forced sterilization refers to cases 
where the women were unaware that they would be undergoing sterilization at the 
time of the surgery and only learned that they were sterilized after the procedure 
had been performed.   
 
Women’s experiences of coerced and forced sterilisation are diverse.  An example in 
Patel480  highlights the complex “choices” that women in difficult circumstances are 
forced to make: 
 
“A young pregnant woman goes to the local public hospital to give birth.  At 
the hospital she is told by the medical personnel that she has to have a 
caesarean delivery due to the size of the baby and to ensure her and the 
baby’s health.  She is also informed that the hospital will not perform this 
necessary caesarean section unless she also agrees to be sterilized.  She 
conveys to the medical personnel that she does not want to be sterilized as 
she would like to have the option of having additional children in the future.  
The doctor refuses to perform the caesarean unless she agrees.  She feels 
she has no option and in order to maintain her and the baby’s health she 
‘agrees’ to be sterilized”.481 
 
Other experiences of sterilisation documented  include medical personnel including 
a consent form for sterilisation with a number of other consent forms and women 
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given sterilisation forms to sign while being wheeled to the operating theatre, in 
one instance while in labour.482 
 
One woman attending the YWD Namibia spoke of how she signed ‘consent’ forms 
and only later realized she was sterilised when she went to obtain contraceptives at 
a later date and was told she did not need them.483  Another woman related her 
experience of being informed about the need for sterilisation on the day she 
received her HIV positive diagnosis.484  A Durban women was shown pictures of 
deformed babies and told this is what would happen to her baby should she fall 
pregnant; she agreed to sterilisation.485 These examples demonstrate clearly that 
health care workers are using a variety of unethical and abusive methods to ensure 
that they obtain ‘informed consent’ in order to promote a sterilisation agenda and 
deny women living with HIV their sexual and reproductive rights. 
 
This issue of the forced and coerced sterilisation of  HIV positive women was 
originally raised in South Africa, in an article by AIDS activist and woman living with 
HIV, Promise Mthembu.486  Stemming from this article, and Mthembu’s vociferous 
advocacy in voicing the issue in various platforms both in South Africa and in the 
region, it became apparent that this was not an isolated experience, but in fact a 
fairly common one.   In 2006 ICW Southern Africa held a workshop for South 
African women living with HIV to mobilise and strategise around the issue.  The 
organisation began to document the experiences of women living with HIV and 
forced and coerced sterilisation.  Different strategies were employed to bring the 
issue to the fore including litigation, advocacy and activism.   
 
After the strategy workshop women went back to their networks to uncover other 
cases of forced sterilisation, and found alarmingly that the practice was, and still is 
wide-spread in different contexts.  In Orange Farm, Gauteng, sterilisation of HIV 
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positive women is linked to accessing termination of pregnancy.  An ICW Southern 
Africa activist identified a fourteen year old girl who had attended the clinic for an 
abortion, had found out her HIV status at the same time, and who had been forcibly 
sterilised.487   
 
A major hospital in Durban is linking sterilisation to caesarean section deliveries, 
ensuring that women living with HIV never get pregnant again.488  An ARV clinic in 
a large township in KwaZulu Natal ‘recommends’ that women coming for treatment 
are also sterilised.  The nursing staff are quite open about this, and do not see 
anything wrong with the practice.489   
 
HIV positive women activists are working closely with these structures in an 
attempt to get access to the women who are being sterilised.  This causes a conflict 
of interest, but access to the women is vital in order to document cases and make 
interventions. As noted by Promise Mthembu, there is an “assumption that forced 
sterilisation is happening in other spaces”,490 and women activists are constantly 
talking to other women living with HIV to try and document as many cases as 
possible to prepare for further activism and possible litigation if funds become 
available. 
 
Through strategised actions there have been some successes.  These include a 
professor at one of the hospitals where forced sterilisations are agreeing to reverse 
the procedure.491  Unfortunately the courageous women who went back to the 
hospital to insist on the reversal died before it was she could have the procedure 
performed. However, the professor has agreed to assist other women.  In Gauteng 
a support group has been set up for women who have been sterilised.  Apart from 
getting support, the women are sharing and documenting the evidence.  A growing 
                                      
487
 Interview. ICW SA. September 2008. 
488
 Interview ICW SA. September 2008. 
489
 Interview ICW SA. September 2008 
490
 Interview ICW SA. September 2008. 
491
 Interview ICW SA. September 2008. 
167 
 
body of knowledge documented and owned by women living with HIV is emerging 
which will assist further strategies.492 
 
At a meeting of young women in Namibia in January 2008, women discussed their 
experiences of accessing sexual and reproductive rights, and the issue of 
sterilisation was raised:  four of the women out of the twenty present had 
experienced forced or coerced sterilisation, resonating with the experience of South 
African women.   Women in the workshop were understandably angry and on the 
last day of the workshop when a member of parliament was present at the closing 
ceremony the issue of sterilisation of HIV positive women was raised.  The Member 
of Parliament asked the women present to investigate and document the cases and 
then report back to her.493 
 
ICW Namibia linked up with the Legal Assistance Centre (LAC), the Southern 
African Litigation Centre (SALC) and Open Society Initiative of Southern Africa 
(OSISA) to investigate the cases of sterilisation with a view to litigation.  Currently 
there are over fifty cases documented, fourteen with the potential for litigation494 
and four that are in the litigation process.495  The LAC has instituted legal 
proceedings on behalf of women living with HIV who have been sterilised496 and are 
using litigation to compensate particular women who have been subjected to 
coerced sterilisation and asking the High Court in Namibia to declare the practice 
unconstitutional.  Specifically, the LAC have alleged that the practice of forced 
sterilisation is a violation of the women’s right to life, liberty, human dignity,  
freedom from cruel, inhuman and degrading treatment and equality.497   
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The ICW, LAC, SALC and OSISA approach in Namibia has been multi-pronged:  the 
aim of the legal action is to ensure redress to the women litigants but also to repeal 
any legal authority or policy which gives medical personnel the authority to 
continue this violation of women’s fundamental rights.  Even when or if the official 
law prohibits forced and coercive sterilisation, it is not always easy to ensure that 
such practices cease.  The campaign thus has other strategies including on-going 
advocacy to back up the legal challenge and empowering women living with HIV 
and AIDS to understand and claim their rights.498 
 
Women living with HIV have continued to request and hold meetings with both the 
Ministry and the Department of Health.  At a recent meeting they were reassured 
that a circular had been sent to all clinics and hospitals outlining the illegality of the 
practice of sterilising women living with HIV, however, when ICW checked at health 
care facilities the circular had not been received.499  Furthermore, due to the 
mobilisation amongst women living with HIV, more and very recent cases of forced 
sterilisation are being reported: it is clear that the practice is still very much alive.  
Women are voluntarily coming forward and requesting to ICW that their cases are 
monitored.500 
 
The power with, that is, mobilising a response through solidarity is very evident in 
this case.  Not only have the issues been used to galvanise women living with HIV 
and AIDS in Namibia, and brought together those women who have been sterilised 
as well as those who have not, alliances have also been forged between human 
rights organisations in Namibia and Southern Africa. 
 
Organising around identity, especially as HIV positive women can be challenging.   
The high levels of stigma discrimination faced by women living with HIV impact on 
the ability to mobilise women; often women are too afraid to disclose their status 
and fear if they are involved in activism their HIV status will become known in the 
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community.501  Despite such challenges and barriers, there is a groundswell of 
voices in Southern Africa that has contributed to the successes achieved by ICW.502  
The organisation has facilitated the consciousness raising of many women living 
with HIV and in doing so build a core of activists committed to improving their lives 
and the lives of other HIV positive women.  Although nascent, the movement of 
women living with HIV in Southern Africa continues to strengthen and increase its 
presence and voice. 
 
The next case study addresses solidarity around an issue, that is the need for 
microbicides. 
 
 6.2. Case study:  Mobilising around an Issue:  Global Action for 
Microbicides 
 
As discussed in earlier, global statistics show a dramatic increase in the number of 
women living with HIV and AIDS.503  Certain groups of women are particularly 
vulnerable, for example, young women and women who have sex in exchange for 
goods, services or money. An analysis of the response to HIV and AIDS to date, 
shows that at national and global level both prevention and care interventions have 
not been effective.  Prevention efforts globally have done little to empower women 
to reduce their vulnerability to HIV infection or re-infection. AIDS prevention 
campaigns to date fail women by urging prevention methods that women often 
have little or no power to apply, such as, condoms, abstinence and mutual fidelity 
(ABC).  The ‘ABC’ message, which is totally inadequate for addressing women’s 
realities, is still high on the agenda.   “ABC terminology infantilizes the prevention 
discussion by excluding essential interventions and oversimplifying the prevention 
challenge facing countries”.504  Over 28 years into a steadily increasing epidemic 
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prevention methods that do little to reduce women's vulnerability are still widely 
promoted. 
 
In most heterosexual relationships men are in control of women’s sexuality, 
deciding when and how sex takes place.505  However, women are expected to take 
responsibility for their sexual health.506  The rapid increase of women living with 
HIV and AIDS highlights the fact that existing prevention methods are not working 
for women.  At present there are two prevention barrier methods available, the 
male and female condom.  The male condom is promoted as the main prevention 
method for the sexually active population, both for heterosexuals and for men who 
have sex with men.  Millions of dollars world-wide is spent on the purchase and 
distribution of the male condom, in an effort to increase the access to, and 
hopefully, the use of the condom.  Furthermore, social marketing programmes 
(subsidised condoms sold at a variety of locations and non-traditional outlets such 
as shebeens507 and petrol stations) have increased condom accessibility.  
 
Whilst there has been an increase in the number of condoms distributed, 
distribution alone is not sufficient to promote condom usage.  Distribution must go 
along with promotion including education and training, skills building and the 
creation of an environment in which condom use is made easier.  For example, at 
traditional outlets, such as clinics, the attitude of some health care workers makes 
it difficult for men and women, especially youth; to request condoms.508  It is 
important to remember that the effectiveness of the male condoms as a prevention 
strategy relies on men’s willingness to use the condom.  Studies show limited 
success of condom prevention programmes with low percentages of people 
engaging in sustained condom use.509   Maharaj found widespread disapproval of 
condom use, with condoms are more likely to be used in non-primary than primary 
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sexual relationships.510  In short, male condoms only offer protection to women if 
men are prepared to use them, and many men are not prepared to do so.  In the 
absence of sustained male condom use, a female-controlled method is obviously 
needed.  At present, the only female controlled method is the female condom. 
 
The female condom was introduced in 1996 as a new method of prevention and 
additional prevention tool.  The female condom is both safe and effective if used 
correctly and studies have shown high levels of acceptability among men and 
women in many countries.511  The condom provides protection against unwanted 
pregnancy, HIV and other STI’s.  Whilst partially solving the problem of a woman-
controlled barrier method, the female condom has certain limitations; it is more 
expensive than the male condom, governments distribute far fewer female 
condoms than male condoms, for example in South Africa only 1 million female 
condoms were distributed in 2002 as opposed to 220 million male condoms.512   
 
Over and above the expense, resulting in lack of access to the female condom, 
there are other barriers to its use. The female condom requires, in most cases, that 
women have to negotiate its use with their partner.  Despite the fact that the 
condom can be inserted hours prior to sex, it is difficult to hide and most men are 
aware of it.  Other barriers to use of the female condom are issues of acceptability 
including size and appearance, noise levels of the condom during sex, and 
discomfort to the user, especially when inserting the condom.   The female condom 
is for some women a viable option, for others it remains out of reach, financially or 
due to inaccessibility. Some women are unable to negotiate the use of a female 
condom with their male partners. 
 
Given that prevention options for women are limited strategies to reduce women’s 
vulnerability to HIV and AIDS and other STI’s are needed.  The long term strategy 
must be to challenge gender oppression and transform sexual relations. In the 
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short and medium term there is an urgent need to increase the range of prevention 
methods available and provide women with some power to either negotiate safer 
sex or to have protected sex without her partner knowing.  Thus, a protection 
method that is controlled by women (one which does not necessarily involve 
negotiation with the male partner) is essential to empower women to reduce the 
risk of HIV and STI infection.  One such technology is microbicides. 
 
6.3.1 What is a microbicide 
 
A microbicide is a substance that is inserted in the vagina or rectum that will 
substantially reduce the transmission of STI’s including HIV during penetrative sex.  
Microbicides have the potential to be a fully controlled female barrier method, which 
would reduce women’s vulnerability to HIV.  Despite growing consensus that it is 
theoretically possible to develop a microbicide(s) that can be used to prevent the 
transmission of HIV and other STI’s a viable microbicide does not exist at present. 
This is in a large part due to the relatively little investment that is spent on the 
research and development into a microbicide513 but is also due to the complexities 
of the human immune virus.   
  
There is a critical need for the research, development and roll out of microbicides to 
be placed within a sexual and reproductive rights framework. The location of 
microbicides within a sexual and reproductive rights framework provides a useful 
paradigm through which to understand both the need for, and the potential of 
microbicides to address women's vulnerability. 
 
“The microbicide has the potential to challenge sexual preconceptions and 
behaviours.  A sexual and reproductive health rights framework and the 
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awareness of women’s rights has created a platform for the introduction of 
microbicides”.514 
 
It is important that a microbicide is both accessible and acceptable to the women 
and men who will use it.  Research into acceptability show that an ideal microbicide 
needs to be515 affordable, have a long duration of action, made of formulations 
acceptable for women and unnoticeable, to avoid the necessity for negotiation by 
women who have little or no control over their sexual relations.  It is also vital that 
the product be safe for multiple daily use (for example, if a women used the 
product one to two times per day), safe for vaginal and rectal use and developed 
with and without contraceptive properties, to offer women a choice regarding 
pregnancy.  A microbicide without contraceptive properties would provide women 
wanting to fall pregnant with a safe alternative, while those with contraceptive 
properties would give women control over reproduction and minimise the risk of 
HIV/STI infection. 
 
Acceptability is a complex interplay between a woman, a technology and a service 
delivery environment.516  Choice of microbicide will vary, depending on personal 
preferences, the nature of the intimate relationship (for example, whether it is new, 
established, primary, what are the gender power relations) and reproductive 
intentions.  Understanding women's personal and societal vulnerability is vital.  The 
availability and use of microbicide should help women to take control of their 
bodies, their lives and their fertility.  It is important to ensure that women are 
satisfied with using a specific method.  Research has shown that having more 
products (spread across mechanisms and within mechanisms) is most desirable – 
giving women both choice and the chance of finding a contraceptive or HIV 
prevention method which is most suitable for her needs at any given time.517 The 
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more products that exist the more chance women will try different methods until 
finding one that is best for health, needs and priorities.518 
 
It is important to note that microbicides may have a lower percentage of 
effectiveness than condoms. If used correctly, and of good quality, a condom can 
be 100% safe and it is unlikely that any microbicide, in the near future, will offer 
100% protection.519  However, this does not necessarily mean that microbicides will 
have less impact than the male condom. To assess the potential value of a 
microbicide it is vital to focus on how well it prevents transmission, how often and 
with how many sexual partners it will be used.  For example, a microbicide may 
only give half the protection of the male condom but may be used 50% more often 
thus effectively reducing the vulnerability of women and men to HIV and STI 
infection.520 
 
6.3.2 The politics of microbicide research 
 
Medical research is a profoundly gendered activity which is mostly determined from 
a male perspective.  This includes what topics are chosen, what methods are used 
and how the data is analysed.521   Common problems experienced by women 
receive little attention if they are not seen as part of women’s reproductive role.522  
Gender roles influence the degree of exposure and also the access and control of 
resources needed to protect women and men from infection.  Research highlighting 
gender differences have focused mainly on women’s reproductive lives, assessing 
the effects of various diseases on fertility and pregnancy outcomes.523  
Furthermore, if the same disease affects both men and women many researchers 
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have ignored possible differences in diagnostic indicators, in symptoms, in 
prognosis and in the relative effectiveness of different treatments.524 
 
Scientists have been trying for about twenty years to develop an inexpensive but 
effective microbicide. Microbicide research has grown rapidly in the past eight to 
ten years, with the main focus of research on vaginal microbicides.  However, as 
previously noted, it is also vital to consider rectal microbicides for men who have 
sex with men as well as heterosexual women who have anal sex.  Most research 
into microbicides is currently being carried out by small biotechnology firms, non-
governmental organisations, and academic institutions with funding mainly from 
public sources.  A coalition of organisation called hivresourcetracking.org annually 
track investments into microbicide, vaccine and other prevention methodologies525 
– in their most recent report they note the following:526 
 
• In 2007, total global investment in microbicide research and development 
was approximately US$226.5 million, a 2% increase over 2006 funding 
levels.  
• Annual public and philanthropic research and development funding for 
microbicides more than tripled from US$65 million in 2000 to US$222 million 
in 2007. 
• In 2007, the public sector provided 90% (US$203 million) of the funds 
allocated to microbicide research and development. The philanthropic sector 
provided 8% (US$19 million) and the commercial sector accounted for 2% 
(US$4.5 million) of investments made in 2007. 
 
The up-surge in interest in microbicides is encouraging but increased public sector 
investment is vital to accelerate the search for a microbicide.  Investment into the 
research and development of microbicides has been relatively small and more 
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money is needed to accelerate the development of microbicides. Big 
pharmaceuticals have not taken on the microbicide agenda because they believe 
that their investment in a first or second generation product will not yield adequate 
profits as the people who need a microbicide the most are poor women living in 
developing countries with limited government budgets for HIV prevention.  In short 
there is a perception that the microbicide market will not generate large profit 
margins.527     
 
However, research with potential users in both the developed and the developing 
world suggest that women will use the product and there is an urgent felt need by 
women for a prevention method that is controlled by women.528 In both developed 
and developing countries women say they are willing to pay for the product.  
Studies show that the US market for vaginal microbicides alone could be around 1 
billion US$ per annum and the global market would be at least two times that 
amount.529 
 
Along with funding, it is critical that a coordinated approach to research and 
development is implemented and that resources are targeted to the most promising 
products.  The process to test a microbicide is both a costly and a lengthy one, 
which goes through various stages including pre-clinical and clinical trials.  Once the 
pre-clinical studies have been carried out satisfactorily clinical trials can begin.  The 
purpose of clinical studies is to test the safety and effectiveness of microbicides in 
humans. 
 
Phase I trials are conducted in small numbers of women (ten to fifty) at low risk of 
STI’s to assess initial safety.  The trial also assesses how acceptable the product is 
to those who are using it.  The purpose of phase II trials is to further assess safety 
and acceptability and also to focus on efficacy.  The trials are conducted in several 
hundred women who are potentially at risk for HIV and STI’s.  Phase III trials enrol 









much larger numbers of women (from hundreds to thousands) who are at risk of 
HIV and STI’s.  The purpose of Phase III trials is to provide information about the 
safety of long-term use, as well as how effective the product is.530 
 
The process to research and develop a microbicide is a profoundly political one and 
microbicide research highlights critical ethical issues.  There are issues about the 
where trials take place; all phase III trials are taking place in the developing world 
with high prevalence rates and with women are already vulnerable and 
marginalised.  Community involvement in trials is vital but is not always apparent.   
The next few years will see a growing number of potential topical microbicides 
entering Phase III trials.   The need to test a new product requires healthy 
volunteers who are at risk of HIV infection to take part in trials. Informed consent, 
which at the very least must ensure that participation in trials is voluntary, does not 
in any way affect the quality of care a person has access to and is based on an 
understanding of the possible risks and/or benefits of the product being tested, is a 
critical ethical issue.531  Obtaining informed consent, especially from women who 
are vulnerable, is difficult and efforts made may not be enough.532 Obtaining 
informed consent should thus be seen as a long and complex process. 
 
6.3.3 Microbicide activism: different role players, different agenda’s? 
According to the GCM,533 advocates have been working to draw attention to the 
need for new HIV prevention tools to supplement the male condom since 1987. The 
first leaders came from the field of women's health and contraceptive research and 
development. They were joined by advocates working on HIV and AIDS, STIs, 
infectious diseases and international development.   In April 1990, South African 
epidemiologist and advocate Zena Stein published a paper,534 widely acknowledged 
as the first voice to draw widespread public attention to the issue. In the early 
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1990’s the Medical Research Council of the UK decided to establish and fund a 
programme  of microbicides research and with the  US National Institutes of Health 
(NIH) were the first two public funding institutions that put money into microbicide 
research and development.535   
Various advocacy efforts were evident in the 1990’s attempting to ensure that the 
research process was ethical and mindful of women’s issues.  As noted by the 
Global Campaign the 1990’s saw new actors in the microbicide arena with activities 
shifting from the lab to the field, as different microbicide candidates began to enter 
clinical trials.536   In July 1998 at the XII International AIDS Conference in Geneva, 
the Global Campaign, was formed and committed itself to focusing world attention 
on the critical need for new HIV prevention options for women.  
The initial aims of the Global Campaign537 included: 
 Generating political pressure for increased investment in microbicides -
products that could be used vaginally or rectally to protect women and their 
partners from HIV and other sexually transmitted infections,  
 Ensuring that the public interest was protected and the rights and interests of 
trial participants, users, and communities were represented and respected 
throughout every phase of scientific process required to develop these new 
products.  
The present microbicide advocacy landscape is much expanded: there are other 
international role players such as the International Partnership on Microbicides 
(IPM) who attempt to bridge the gap between scientist, funder and advocate.  A 
regional body, African Microbicides Advocacy Group (AMAG), initiated by civil 
society activists, brings together the voices of African scientists, advocates and 
activists in an attempt to increase the voice of Africans in microbicide research and 
development.  At a National and local level there are a diverse group of 
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organisations, who have a strong interest in the microbicide agenda.  These include 
community advisory boards (CAB) set up to ensure community participation in 
microbicide trials, AIDS organisations with a prevention focus and women’s 
organisations who are concerned about women’s sexual and reproductive rights. 
 
An analysis of the microbicide movement is interesting:  there are many role 
players all with a common end goal, that is, a viable microbicide.  However, the 
movement is diverse, including women’s activists, HIV and AIDS activists, 
scientists, funders and researchers and the agenda’s are not always in synch.  
Whilst members of the informal movement may be united on the need for funding 
to develop a microbicide there are points of departure and have been 
disagreements between various sectors: for example, between scientists and 
activists, activists from the North and the South, activists and research funders.  
Solidarity is evident; however there are issues of departure that have the potential 
to disrupt the unity around the end goal. 
 
There are current debates about microbicides putting added pressure on women, 
that is, increasing their responsibility from fertility to include HIV prevention.  Such 
arguments are theoretically sound, but are often felt more by academics and 
researchers than women on the ground.  They are also in contradiction with the 
need to expand options.  Such debates fail to address the realities that HIV 
prevention technologies that are under male control do exist, and the failure of men 
to use these affect women negatively.  The stark reality is in a male dominated 
society, where efforts at transforming power relations between women and men are 
underway, microbicides are needed by women.538  Other areas of contention are the 
decision of where trials take place, who takes part in trials and the failed Nonoxynol 
9 (N9) trial.  
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 Where trials take place 
 
As noted previously, the decision where to hold trials is based on HIV prevalence 
rates; most phase II and III trials target groups of women with relatively high HIV 
incidence who can maintain follow-up for prolonged periods and who are likely to 
comply with product use.  Scientists select communities where they think it will be 
easy to recruit the large numbers of HIV negative women needed for the trial that 
at the same time have a relatively high probability of have sex with an HIV positive 
man during the trial.  Women’s rights activists have taken issue with this, and have 
raised concerns about trials in communities making women even more marginalised 
and vulnerable.   
 
Anecdotal reports of high prevalence rates amongst women who enrol for trials and 
who are then ‘discarded’ indicate that in some communities over 50% of women 
enrolling are HIV positive.539  Concern has also been raised at the manner of 
recruitment, and the fact that trial funders and /or scientists are reluctant to 
provide any support to women who enrol but are found to be HIV positive at the 
time of enrolment.540 
 
Who takes part in trials 
 
Criteria for inclusion and exclusion are based on age, frequency of sexual 
intercourse, HIV status, fertility intentions, anal sex practice and vaginal douching.   
The inclusion of young women’s inclusion in is a critical issue.  Whilst guidelines 
suggest that the legal age of informed consent (for trial participation) should be the 
minimum age for inclusion into clinical trials (that is eighteen years old) there have 
been advocacy efforts to include adolescents in microbicides due to their increased 
risk for HIV infection.541 
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The inclusion of women living with HIV in trials has also been raised.  Promise 
Mthembu, from ICW, outlined the importance of a microbicide for women living with 
HIV and said that a microbicide will "enable HIV positive women to enjoy sex 
without fear of negative consequences."542   This includes the ability to use a 
prevention method without necessarily having to disclose: the burden of disclosure 
often being placed on women who face serious consequences including violence. 
Microbicides will also help HIV positive women who want to have children to 
conceive safely.   Many trials exclude women on the basis of their HIV status and 
despite a few safety trials little is known about the effects of microbicides on 
positive women, for example, what will the effect of microbicides be on women who 
are on ARV therapies.  Given that few women actually know their HIV status, many 
women using microbicides in the future will be HIV positive which adds to the need 
for understanding how microbicides affect positive women. 
 
The potential benefits of microbicides for sex workers are immense. 543 Sex workers 
are also at the forefront of advocacy, and have concerns about the fact that whilst 
they are most likely to use the product, testing products on women who have sex 
once or twice a day does not indicate that it will be safe for multiple daily use.544 
 
Failed trials:  The N9 experience 
 
An area of contestation between scientists and activists, and South activists and 
North activists was around the N9 trials.   N9 was an existing spermicide, which 
was tested for use on its own and in combination with other substances to see it 
was effective as an anti-HIV agent. The studies, sponsored by UNAIDS and 
Columbia Laboratories, began in 1996.  Participants in the trials were sex workers 
from Benin, Cote d’Ivoire, South Africa and Thailand.  Prior to the phase III trial a 
number of safety studies (Phase I and II) were conducted which found that the 
formulation of Nonoxynol-9 did not have any of the side effects, such as genital 
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sores and irritation, that were associated with other spermicide formulations.  
However the safety trials were conducted on women of lower risk and did not 
include multiple use of the product.545 
 
The N-9 trial results were cause for concern and the results although inconclusive 
according to scientists, showed that higher doses and frequency of N-9 have been 
linked to increased findings of genital lesions.  N-9 was proven to be unsuccessful 
as an anti-HIV agent and in some instances increases susceptibility to HIV infection.    
Answers are needed as to why a substance that was said to be ‘safe’ went so wrong 
in Phase III trials, putting women, who are already vulnerable, at increased risk of 
HIV infection.546  
 
The N-9 studies are an example of diverging priorities and agenda’s.  As one 
researcher noted the “potential drawbacks of N-9 are well known but that had to be 
balanced against its fast track possibilities.”547   Global organisations such as the 
GCM were also relatively silent on the issue.  GAF launched a campaign entitled 
“where are the N9 women” after numerous attempts to engage scientists on 
whether women who were made more vulnerable on the trial were to receive any 
compensation.  They urged that it is critical that women’s rights are addressed in 
the context of microbicide trials by “independent” bodies and organisations that are 
not part of the trial process.548 
 
Through intensive advocacy by GAF it was only at the Microbicide conference in 
Cape Town 2006 that a meeting co-hosted by WHO, AMAG, GCM and GAF brought 
together different role-players, including the scientists who were part of the N9 
trials to discuss what went wrong.  As a result of the N9 trials certain changes had 
been made to trial protocol, and scientists finally acknowledged their culpability, 
albeit six years later.  It was also reported that a fund had been set up to 
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compensate women from the trials and provide treatment, although given the time-
lapse it may be too late for some of the women, and others may prove difficult to 
track down.  This highlights the power of solidarity, of agitation and of sustained 
activism; researchers and scientists are not untouchable and can be challenged. 
 
6.3.4 Microbicide activism at a local level. 
 
The critical role of NGO's and CBOs in HIV and AIDS prevention and care at all 
levels is evident when one looks at the history of the HIV and AIDS epidemic.  
Community involvement is an important factor in ensuring that communities are 
prepared for the introduction of microbicides.549 
 
Start working at community level. Do not use a top-down approach – this 
approach will never work with this product.550 
 
Talk to community about what we, as civil society, need to do to promote 
access. 551 
 
Community responses often precede government interventions, and civil society is 
active in service provision, research and advocacy.  The role of ‘community’ in the 
microbicides agenda has, to date, been defined mainly in relation to the research 
and development process.  This has been contentious as definitions of adequate 
community participation have been framed by researchers.552  The result has been 
narrow definitions of community and participation, including the setting up of CAB’s 
with a focus on the geographical communities where trials have taken or will take 
place.  Taking a broader view of community involvement and participation is more 
useful. This role should start at the research and development phase, but also 
acknowledges the invaluable role of NGO's and CBOs in the roll out phase of 
microbicides.   
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Whilst the literature does not really acknowledge the role of NGO's and CBOs in 
ensuring access to contraception and female condoms, treatment activism 
demonstrates clearly the role and power of community.553  Women’s organisations 
have played, and should continue to play multiple roles in microbicide research, 
development and access.  This should include increasing community knowledge of 
microbicides, mobilising a groundswell of voices calling for a microbicide, 
advocating for microbicides – ensuring buy - in by communities, government, 
donors and investors to the research and development process and advocating for 
sustained government commitment to roll out.  Furthermore women’s organisations 
should engage with researchers and monitor trials – ensuring they are ethical, and 
that the rights of women trial participants are upheld.  A critical goal of collective 





The power of working with others in solidarity is evident.  Social movements based 
on identity and/or issue can be effective in raising consciousness, identifying and 
addressing specific issues, changing policy and transforming practices.  The case 
studies provide two examples of successful organising, mobilising and effecting 
change.    
 
ICW SA has been successful in identifying and acting on the specific issues facing 
women, including young women, and raising the voices of HIV positive women both 
within the women’s movement as well as in the broader HIV and AIDS sector.  The 
activism around specific violations such as sterilisation, although in its early stages, 
has already had an impact through highlighting the practices in South Africa and 
Namibia and mobilising investigations into the practices in other Southern African 
countries.  
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Microbicide advocacy is an example of solidarity around a common goal or issue, 
that whilst complex, has yielded positive results.  There is no doubt that the 
activism to increase investment has been successful – and that the agenda has 
been driven by this activism by all role-players.  Within the movement, civil society 
has been able to challenge scientists and funders around failed trials, standards of 
care packages, etc.  Solidarity with treatment and vaccine movements has 
amplified the issues and voices of civil society who up until the advent of HIV and 
AIDS treatment and prevention research had been virtually non-existent.  Such 
advocacy has changed the face of clinical research to an extent that the 
involvement of community and civil society, whilst by no means sufficient, is 
steadily increasing.    
 
Resistance is a long term process as demonstrated in the case studies and the 
struggles for ICW SA and the microbicide movement are far from over. Victories 
may be small but they are steps leading to transformation and change.  Such 
victories demonstrate that solidarity around an issue or identity is an effective form 
of resistance, especially when the voices of those most affected are at the forefront 






Chapter Seven:  Power to. Dealing with multiple 




HIV and AIDS on the one hand, and trafficking on the other, are both growing 
global development challenges.  Whilst HIV and AIDS and trafficking affect men, 
women and children globally, the growth of both has disproportionately affected 
women and girl children.  The vulnerability of women and girls to HIV and AIDS and 
trafficking is largely a product of an inequitable society, the impact of economic 
policies, global disparities in power, and uneven access to and control of resources.  
HIV and AIDS and trafficking, as two growing social issues, present communities, 
nations and regions with huge challenges.  The linkages between them create even 
greater challenges that must firstly, be recognised and secondly, understood, if the 
design of the response is to facilitate the kind of change needed. These linkages  
demand a response that makes the best possible use of lessons learned elsewhere 
to ensure results in the shorter term and clear impacts for those most vulnerable in 
the medium to longer term.  
 
There is extensive writing on both HIV and AIDS and trafficking, some within a 
gendered or feminist paradigm.  The interface of HIV and AIDS on the one hand 
and trafficking on the other has, over the last few years, been increasingly 
articulated by academics and organisations, especially in Asia where there is more 
activism and advocacy about trafficking, coupled with concern about the growing 
HIV epidemic that is affecting increasing numbers of women and girls with social, 
economic and political consequences.   However, despite this acknowledgment, 
many of the responses to HIV and trafficking do not take into account the gendered 
nature of the issues.555   Women and girls who are either trafficked or are living 
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with HIV and AIDS live on the margins of mainstream society, facing rejection, 
stigma and discrimination. The vulnerability and marginalisation of women and girls 
who experience both trafficking and HIV and AIDS is more marked and intense 
leading to untold hardship and even greater discrimination. 
  
My approach to HIV and AIDS and trafficking focuses on theories of vulnerability 
and empowerment.  Power is central to an understanding of why people are 
vulnerable to HIV and AIDS and/or trafficking.   Addressing power is critical in 
approaches that are designed to empower.  Power is seen as both a problem 
leading to girls and women being vulnerable to being trafficking or getting HIV 
infection and also as a solution in leading to the empowerment of girls and women 
to reduce vulnerability.   It is taken as a given that the imperative to act against 
both trafficking and HIV and AIDS is already understood; there are many 
approaches to trafficking and/or HIV and AIDS in the region and these will be 
discussed.  The purpose of the chapter is to disaggregate the various inter-linkages 
and differences between HIV and AIDS and trafficking, and to look at addressing 
power as a possible solution.  This chapter puts forward the idea that addressing 
the power inequalities that drive both trafficking and HIV and AIDS will impact on 
both issues.   
 
7.1 Understanding Trafficking 
  
“The trafficking of women is a disturbing reflection of inequality in the world 
wide pattern of resource development. ..  Trafficking in women reflects 
inequality on a global scale: the transfer of resources from depressed 
economies to prosperous ones, from periphery to the core and from the rural 
to the urban”. 556 
 
Whilst the focus for this chapter is Asia as the region with the highest incidence of 
trafficking it is also important to note that trafficking is also rife in Africa.   South 
Africa is the hub, and is a source, transit, and destination country for men, women, 
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and children trafficked for forced labour, sexual exploitation and organ 
harvesting.557  Women are trafficked from Lesotho, Mozambique, Malawi and from 
refugee-producing countries to various locations in South Africa.  South Africa is 
also a destination country for women from South and South East Asia.558   Women 
are recruited by “plausible promises of employment, income, educational 
opportunities, or shelter and care within adoptive families.”559  Traffickers have 
been able to exploit the context of historical migration patterns in Southern Africa 
which is complemented by both the geographical situation of South Africa as well as 
income disparities.560  Since the dismantling of apartheid borders are more open 
and trafficking in the region has increased dramatically. 
 
Trafficking is a process, the end result of which is the displacement of people solely 
for the purpose of exploitation, including commercial sexual exploitation.561  Since 
2000 there has been an internationally agreed upon definition of trafficking which is 
embodied in the UN Protocol to Prevent, Suppress and Punish Trafficking in 
Persons, especially Women and Children, Supplementing the UN Convention Against 
Transnational Organised Crime.  
 
“Trafficking in persons refers to the recruitment, transportation, purchase, 
sale, transfer, harbouring or receipt of persons, by means of threat or use of 
violence, abduction, fraud, deception, or coercion (including the abuse of 
authority), or debt bondage, for the purpose of placing or holding such 
person, whether for pay or not, in forced labour or slavery-like practices, in a 
community other than which lived at the time of the original act 
described”.562  
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The definition provided by the South Asian Association for Regional Cooperation 563 
Convention on Preventing and Combating Trafficking in Women and Children is as 
follows: 
 
“Trafficking is the illegal moving and selling of human beings (men, women, 
girls and boys) across and within countries and continents in exchange for 
monetary and / or other compensation.”564 
 
Sexual exploitation may be the prime reason for trafficking; however, there are 
other reasons for the trafficking of women, girls and boys include forced labour, 
organ transplant, circus work, domestic labour, camel jockeying, adoption and 
forced marriage.  As noted, most people trafficked are women and girls, but boys 
are also trafficked for camel jockeying, adoption and in some areas as sex workers.  
Sri Lanka has a thriving market for trafficked and/or commercially exploited 
children, especially young boys or ‘beach boys’. 565 This includes a large proportion 
of children whose sexual exploitation, commercial or otherwise, creates major 
vulnerability factors to HIV.566 
 
As with HIV and AIDS, the true extent of trafficking globally is not known.  This is 
due in part to the fact that activities are illegal and therefore practised 
clandestinely. A second reason for the lack of knowledge about the extent of 
trafficking can be attributed to different understandings of trafficking.  It is 
estimated that between 700,000 and 4 million people are trafficked annually567 but 
the reliability of these figures are in question.  What is known, throughout the 
region, is that human trafficking is a growing, lucrative criminal activity for those 
that control it and that trafficking of girls and women is increasing 
disproportionately in relation to men and boys.   
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Whilst accurate statistics do not, and probably will never exist, the socio-economic 
reasons why trafficking happens are well articulated and includes:568 
 
 the oppressed position of women and girl children in the country of origin  
 the demand in countries of destination for women and children for different 
exploitative purposes;  
 The profit motive, trafficking is lucrative, and women and children can be 
sold many times. It is estimated that the industry is worth about US $5-7 
billion per annum.569  
 The relative ease in which trafficking occurs, often with the assistance of 
certain officials. 
 
It is important to differentiate between ‘smuggling of human beings’ (which can be 
for legitimate jobs offers across borders, even though the mode of transfer is 
illegal) and ‘trafficking’ (where there are criminal intentions to begin with, leading 
to false promises and exploitation). This also throws up important issues with 
regard to the very definition of what constitutes ‘trafficking’.  
 
Some of the critical debates in reaching a consensus definition include the need to 
distinguish between the realities and experiences of women and children (girls and 
boys), clearly distinguishing between sex work and trafficking for commercial 
sexual exploitation; identify the distinction between trafficking, migration, human 
smuggling and defining human trafficking within a gendered human rights 
paradigm.  
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7.1.1 Distinguishing between trafficking and migration 
 
The UN Convention on the Rights of Migrants defines a ‘migrant worker’ as a 
"person who is to be engaged, is engaged or has been engaged in a remunerated 
activity in a State of which he or she is not a national." 570 Migrants are people who 
make choices about when to leave and where to go, even though these choices are 
sometimes extremely constrained. This broad definition of migrants reflects the 
current difficulty in distinguishing between migrants who leave their countries 
because of political persecution, conflicts, economic problems, environmental 
degradation or a combination of these reasons and those who do so in search of 
conditions of survival or well-being that does not exist in their place of origin.  It is 
thus crucial that clear distinctions be made between instances of trafficking and the 
processes of migration, while also acknowledging the fact that several of those who 
migrate do so under duress and/or without access to proper information on safe 
mobility processes/services, are often vulnerable to being trafficked and exploited.  
Given the circumstances in the region, where large numbers of women migrate 
either to cities or other countries in search of employment – often without valid 
contracts, and/or are expected to do jobs other than the ones that they were 
promised, the distinction between migration and trafficking may become somewhat 
blurred.  There is a growing trend, as many migrant women and children move 
illegally across permeable borders, they become vulnerable to being trafficked; that 
is, during the migration process, either in transit or at the point of destination, 
migration may develop into trafficking.571 
 
Migration can be either voluntary or forced.  Unemployment and poverty are factors 
for indirect forced migration. This highlights the problem of “definition” and 
“understanding”.  Once we begin to talk of “forced” migration the links with 
trafficking become clearer.  Methods used to prepare women to migrate for jobs 
may be similar to those used by traffickers.  It is clear that there are issues with 
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the process of migration: whilst women are choosing to migrate, the methods used 
and the consequences reflect violence against women.  However, as one workshop 
participant noted, women often choose to migrate despite the potential harm to 
themselves, because there are no other possibilities for them.572  Whilst forced 
migration is not trafficking per se, the impact can be devastating. 
 
A further complication is that measures to curb trafficking often have the effect of 
actually curbing women’s migration.  For example, Bangladesh has a law preventing 
single women moving across borders.573  If people cannot migrate legally then they 
resort to illegal mechanisms. Furthermore, laws to regulate movement and 
migration on mobility, especially from the developing to the developed world, 
create a context in which traffickers can operate.  Such laws may in fact increase 
trafficking.  
 
“Laws that violate the fundamental human right to mobility and discriminate 
against women, also exacerbate the vulnerability of women to being 
trafficked:  where no legal options are available to them, they must depend 
on the illicit options offered by traffickers” 574  
 
Whilst globalisation has resulted in an increase in the free exchanges of goods and 
services, this has not necessary extended to movement of people and strong 
obstacles to movement exist, blocking easy entry into many countries.  This 
provides an opportunity for traffickers to make money.  They can ‘help’ people to 
enter a country where there is no opening for people to enter.575 
 
7.1.2 Distinguishing between trafficking and sex work: no inevitable links 
 
Many women, girls and boys are trafficked for the purpose of commercial sexual 
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exploitation but many sex workers are not or, have never been, trafficked.576  As 
noted previously, women, girls and boys are trafficked for many other reasons, 
including domestic servitude (which often includes non commercial sexual 
exploitation) that is equally disempowering, violent and a violation of human of 
rights.577 
 
A critical debate amongst anti-trafficking organisations extends to whether sex 
work is a function of personal choice.  Many sex workers themselves are forceful in 
asserting that they have made a choice and contend that sex work should be seen 
as a legitimate form of work; calling for the legalisation or decriminalisation of sex 
work.578   There are a growing number of articulate and empowered women whose 
demands are for making sex work less exploitative and safer.579  The call to 
acknowledge sex work as legitimate work is gaining momentum.580 
 
Several researchers state that the notion of choice is not static.  “Choice does vary 
from different parts of the world, in different times of life and also just different 
economic circumstances”581  This is demonstrated by Gupta who outlines the 
trafficking cycle which girls and women go through; the initial period of trafficking, 
including arrival at the brothel and induction into sex work which is traumatic.  
Secondly there is a period after a couple of years in the brothel, when the 
girl/woman may be using drugs and/or alcohol, and is dependent on the brothel 
owner; at this point the woman can keep some of her earning and may chose to 
stay on at the brothel.  Finally, after the woman has a diminished earning capacity 
due to her age, or she has severe STI’s and / or HIV infection or AIDS, her choice 
may be to leave sex work and maybe start her own brothel.582 
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In the interviews with sex workers,583 it was obvious that many women chose to 
stay in sex work, even if they are given alternative options for employment.  This 
may have to do in part with the fact that these alternative options do not provide 
the same level of income.  However, some women do chose other forms of income 
generation even if it means making a fraction of what she used to, seeing this as a 
better option in which they have more control over their own and their children’s 
lives.  For example, a group of ex-sex workers in Bangladesh preferred to make 
sanitary pads and earn in a month what they could earn in two days as a sex 
worker.584    
 
The debates about sex work have permeated discussions around definitions of what 
constitutes trafficking.  The Coalition Against Trafficking in Women argues that 
trafficking should include all forms of recruitment and transportation for prostitution 
regardless of force and decision.585  More progressive organisations see sex work as 
a legitimate form of labour that is distinct from trafficking for commercial sexual 
exploitation.586 
 
Debates that challenge the legitimacy of sex work run the risk of further 
marginalising sex workers.  Sex workers already face high levels of stigma and 
discrimination as evidenced in the following experience highlighted by a workshop 
participant from India: 
 
“A van run by the National AIDS Programme was seen parked outside a local 
village, and a rumour started spreading thereon that the 35 sex workers 
living in the village were spreading HIV and AIDS. Persons from neighbouring 
settlements then got together and razed the entire village. On subsequent 
investigations, it was found however that HIV testing had not even been 
carried out in the village”.587 
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Trafficking women and girls in to sex work needs to be urgently addressed.  
However, disempowering sex workers by denying their right and ability to make 
choices about how they use and control their bodies is counterproductive.   
 
7.2 HIV and AIDS in Asia 
 
As noted previously HIV and AIDS has been characterised by what is often seen as 
two global epidemics, and a third epidemic, the economic, social and political 
reaction to HIV and AIDS, which has translated to fear, stigma, discrimination and  
widespread  prejudice.588  According to UNAIDS,589 the national adult HIV 
prevalence is still under 1% in all of South Asia’s countries. However, these 
statistics can be deceptive, given that some countries in the region are so large 
and populous, and national estimates may obscure more serious epidemics in 
some provinces and states. Although national adult HIV prevalence in India, for 
example, is 0.8%, five states have an estimated prevalence of over 1% among 
adults.   
 
In spite of this low prevalence in India, when translated into absolute numbers, it 
means 4.58 million people are living with the virus590.  Several African countries 
which had prevalence rates below 1% a decade ago are now witnessing two digit 
infection rates. If the situation in India reaches even 5%, it would mean 35 million 
people living with HIV and AIDS, more than the total number of people infected in 
the whole of Africa. This simple calculation based on the experience of other 
countries reinforces that even low prevalence countries such as those in South Asia 
cannot afford to be complacent and become high prevalence countries. Moreover, 
there are increasing warning signals that serious HIV epidemics threaten several 
countries in South Asia.591 
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Given that Asia has a relatively new HIV epidemic, deaths from AIDS related 
illnesses are still comparatively low.  Thus, whilst individuals and their families and 
households are affected by the loss of one or more family members which often 
results in increased poverty, AIDS as an issue appears not to have become a visible 
reality for communities as yet.   
 
The third epidemic moves beyond the medical to the political, social and economic 
realm. Denial, blame, stigmatisation, prejudice and discrimination are present in 
every country dealing with HIV and AIDS592.   Commonalities across the region 
highlight the relatively early stage of the HIV epidemic characterised by widespread 
denial, the marginalisation of so called ‘high risk groups’ – sex workers, men who 
have sex with men, injecting drug users and migrants, lack of services for people 
living with HIV and AIDS, lack of access to prevention technologies (male and 
female condoms, women controlled methods) and extremely high levels of stigma 
and discrimination by communities and specifically by health care workers.593 
 
The HIV and AIDS epidemics are at their worst in regions where poverty and 
economic inequality is extensive and deep, gender inequality is pervasive and 
access to public services is weak and uneven.594  These conditions prevail in South 
Asia.  If the epidemics are not dealt with effectively and comprehensively on a 
global scale there exists the potential to lose hard won development gains.    In 
South Asia, the impact of HIV and AIDS on development is at present relatively 
small due to the low prevalence rates in the region.  However, the region as a 
whole has the conditions for a rapidly increasing epidemic, and the impact on 
development in the future will be significant.  
 
The current response in Asia is not that different from the rest of the world, and is 
characterised by an overall lack of access to prevention methods (especially ones 
that are female controlled), appropriate information and materials (based on the 
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realities of peoples’ lives), treatment (including basic health care, treatment of 
opportunistic infections as well as access to ante-retroviral therapy) and adequate 
care and support systems.    
 
7.3 Understanding the realities of women and girls lives in South Asia 
 
The realities of women’s lives in the region are characterised by multiple 
exploitation and oppression. Collective reflections at the various workshops indicate 
that societal attitudes, cultural and traditional values towards women are 
discriminatory. This is reflected in cultural and religious practices and beliefs such 
as dowry, bride burning, socially sanctioned violence against women, children being 
viewed as marketable commodities, women being viewed as financial and social 
liabilities in several instances, lack of education priorities for women, and large 
premiums placed on boy children.  Women are also viewed negatively and media 
images of women as sex objects add to an environment that is increasingly 
intolerant and exploitative.595 
 
Gender-related inequalities threaten the right of all people but more particularly 
women and their human security. This also provides a fertile ground for HIV and 
trafficking to flourish. There are strong social pressures that ensure women and 
girls remain ignorant about gender, safer sex, sexuality and relationships as well as 
HIV and AIDS. They lack access to relevant information, resources and 
opportunities to develop skills needed to apply that information to avoid HIV 
infection.  
 
The attitudes of society towards women’s sexuality impacts profoundly on how 
women should look and how they should behave.  The female body is a site of male 
domination, experienced by women and girls on a daily basis with extreme forms of 
domination being for example, rape, female genital mutilation and trafficking of 
women and girls for sexual exploitation.  Women’s vulnerability is both due to 
actual forms of domination as well as the fear of that domination.   
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The link between violence, sex and power are reflected in the lives of women and 
girls who have been trafficked as evident from the experiences of the two young 
women quoted below.  
 
“The brothel keeper was only happy if we could attract a long line of 
customers.  If we refused to work we would be beaten and tortured”.596 
 
(I) .. “refused to give in to his wishes but he raped (me) mercilessly and I 
fainted”.597 
 
Women who have been trafficked speak of forced terminations if they fall pregnant 
and inadequate care and treatment for sexually transmitted infections.  In many 
cases women and girls who are sex workers are not allowed to use condoms both in 
brothels where they are kept as ‘prisoner’ and also because the mere act of 
carrying a condom can lead to imprisonment should the women be arrested.598 
 
Gender stereotyping makes both young women and young men particularly 
vulnerable to HIV and AIDS. In most communities in South Asia, ‘pure/good’ 
women are expected to be ignorant and naïve in sexual matters and knowledge of 
sex can be seen as a sign of ‘lax morals/bad-girl-labelling’.599  The expression of 
heterosexuality is an important way of proving masculinity,600 both globally and in 
the region.  While dominant ideologies of femininity encourage innocence and 
virginity, dominant versions of masculinity often encourage and even force young 
men into being sexually adventurous and more experienced than their female 
partners.  Men are thus not encouraged to seek information on safer sex, since it 
can be construed as a sign of weakness/imperfect masculinity.601  In the context of 
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HIV and AIDS therefore, gender stereotyping further entrenches existing 
inequalities and power imbalances.602  Women and girls have few sexual choices as 
a result of their social and economic dependence on men; this vulnerability is 
increased if a woman or girl has been trafficked and has even less negotiating 
power. 
 
Socio-economic, cultural and legal conditions, lead women to have fewer decision 
making powers regarding the onset and nature of sexual activity, whether she 
marries and when and whom she will marry and the nature of her sexual 
relationships. 603 Furthermore women have little control whether to, when and how 
often to fall pregnant, decisions regarding keeping girl children and whether and 
where she receives treatment for reproductive health problems and complications. 
 
Marriage affords women little protection from trafficking and / or being forced into 
sex work.  A common theme in the interviews and workshops were stories of 
husbands selling wives and daughters.  One sex worker from Nepal related her 
experience of being forced by her husband to become a sex worker.604 Daughters 
are often seen as liabilities and families are required to provide dowry on marriage. 
In low income households, families are often forced to cope by marrying girls off to 
strangers who make no dowry demands, making them particularly vulnerable to 
trafficking and HIV. 
 
“Marriage at an early age prevents women from acquiring professional skills 
or from getting higher education.  This leads to women being unable to earn 
their living on their own and are completely dependent on their husbands for 
survival. Even if women are in extremely abusive relations, divorce is not a 
socially sanctioned option and in society it is deemed disgraceful for a woman 
to be a divorcee.  If women are divorced they often have no place to go and 
do not have any access to money. The community blames woman for having 
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Forced marriages are common and are a violation of women’s human rights.606 
Dowry related violence is also common and included being physically abused, 
beaten and burned.607  Threats to women’s safety and high incidence of domestic 
violence and resulting in women and girls leaving home and increase non-
consensual sex.  Women have been trained to tolerate violence, discrimination and 
sexual wrongs as “unspeakable crimes” and to put up with them with dignity and 
pretend as if nothing has happened because this is the sort of behaviour expected 
from men by our society.608 
 
Globally, studies point to the vulnerability of married women:  that is married 
women having been infected by their husband, as their only partner.609  Simply 
being married is a major risk for women who have little control over abstinence / 
condom use in the home, or their husband’s sexual activity outside the home.  
Studies from Bangladesh, India and Nepal highlight the vulnerability of newly 
married, adolescent girls who have arranged marriages, are not familiar with their 
husbands and are uninformed about sex.610  Despite remaining faithful to their 
husbands, young married women in Asia have emerged as the fastest-growing new 
group of people with AIDS. 
 
An estimated 1.1 million young people aged 15-24 years – 62% male and 38% 
female – are living with HIV and AIDS in South Asia.611 Globally, more than 50% of 
new HIV infections are in this age group. In order to stop the further spread of HIV 
among young people, they need knowledge and skills to protect themselves. In 
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India, only four out of ten married women are literate and only 18% of illiterate 
women have ever heard about AIDS.  In Bangladesh, 86% of married girls aged 
15-19 years don't know how to protect themselves against HIV infection.612 
 
During 2004 ICW commissioned a study613 of the lives of women living with HIV 
and AIDS in Asia; the experiences and realities recorded mirror the experiences in 
my interviews in the five countries.  It also echo’s some of the oppressions 
experienced by women in Africa; violence, control over women’s sexual and 
reproductive rights, and lack of bodily autonomy.   
 
Marital rape is not being recognised as a crime in any of the countries in South 
Asia.  Multiple partners and sex outside marriage for men are widely culturally 
accepted whereas women could be killed for such behaviour.  Women are expected 
to have relations with or marry older men, who are more sexually experienced, and 
more likely to be infected.  Arranged marriages, particularly among relatives, are a 
norm in rural India. In India, 60% of married women become mothers before the 
age of nineteen. Marriage is strongly associated with reproduction and creating a 
family, and there is strong pressure on young, newly married women to have 
children.614 
 
When certain situations (such as those of conflict) create a heightened sense of 
insecurity, the disintegration of community and state support systems combine to 
prompt women to flee in desperation, sometimes with their children, in search of 
physical and economic security. In the case of children, it is often the death of care 
givers (parents, guardians), abuse and marital discord between parents that create 
emotional vulnerability and heighten trafficking related vulnerabilities. 
 
There is a general lack of tolerance of diversity in the region.  This is evident in the 
laws, lack of resources and attitudes of the state and civil society towards women, 
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men who have sex with men, lesbian, gay, bisexual and trans-gendered sector, sex 
workers, prisoners and injecting drug users.615  This lack of tolerance manifests in 
stigmatisation and marginalisation of specific groups, especially sex workers, 
women and girls who have been trafficked and women living with HIV and AIDS. 
Stigma and discrimination against people living with HIV and AIDS as well as 
against women and girls who have been trafficked is prevalent in communities and 
societies.   
 
“A 15 yr old HIV+ positive girl who was pregnant was taken to a hospital, 
where she was made to wait in an empty room. HIV+ was written on her 
forehead and the staff refused to take care of her”. 616 
 
Trafficked women and girls have always been stigmatised, and are often blamed for 
the situation in which they find themselves.   
 
“The men used to tease me, and whenever I went to any village festivals or 
functions, my friends used to ignore me or tell me I was a bad woman and 
that I carried disease.  I was not even allowed to mix with other people in 
the village”. 617 
 
Prejudice against trafficked women has intensified as often they are viewed as 
‘vectors of HIV’.  Such labelling is counter-productive to responses to reduce 
vulnerability to HIV as well as trafficking.  Trafficked women and girls are thus 
doubly stigmatised, regardless of their HIV status. 
 
“People everywhere look down upon trafficked returnees like us; we are often 
blamed for the spread of HIV and AIDS.  I feel so bad and helpless”.618 
 
                                      
615
 Malla, S.P. and Joshi, S. 2003 
616
 Workshop participant India. December 2003. 
617
 Thapa, P.  and Chisht, K.  2003.  p29 
618
 Thapa, P.  and Chishti, K. 2003   p26 
203 
 
The impact of HIV and AIDS on women, men and children helps create conditions of 
vulnerability in which trafficking thrives.  For example, the consequences of HIV 
and AIDS place a huge financial burden on the household, increasing poverty.  
Increasingly, younger and younger girls are being trafficked as clients often 
demand girls that are free of HIV and AIDS.  This has also impacted on trafficking 
routes – for example, clients in India requesting girls from Bangladesh and Nepal – 
that is countries with a lower prevalence rate than India.  Wichterich notes there is 
preference for the ‘one stage model’ which refers to young girls who are directly 
shipped abroad from their native village and initiated into commercial sexual 
exploitation with an act of rape.619 Such requests have become more common due 
to the fear of AIDS.   Interestingly, anecdotal reports suggest that in some areas 
the fear of HIV has become a motivating factor in wanting to rescue daughters who 
have been sold into sex work.620 
 
Trafficking strongly impacts on HIV infection.621  Women and girls who are 
trafficked become vulnerable to HIV infection because the conditions in which they 
live create particular vulnerabilities and exacerbate inequalities that facilitate the 
spread of HIV and deepen the impact of AIDS. Women and girls who are trafficked 
often have little access to health services – either for prevention or treatment of 
STI’s, HIV and other health concerns.  Trafficked women and girls who are 
commercially sexually exploited are often coerced into unsafe sex and not allowed 
to use condoms.622 They lack the power and/or skills to negotiate safer sex and it 
has been found that in the first couple of months, they are particularly vulnerable 
to HIV as a result.623 
 
The impact of being trafficked and living with HIV and AIDS exacerbates alienation 
and further places those women and girls affected even more on the margins of 
society.   Alienation in the context of trafficking and commercial sexual exploitation 
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adds an extra rung in women’s violation. Women and girls who are trafficked for 
commercial sexual exploitation are alienated from the economic outcomes of their 
servitude/enslaved-labour.  This feeds directly into the social outcomes of long-
term slavery endured by trafficked persons in brothel-situations and the heightened 
vulnerability to HIV, for example rape, non-negotiation of condoms, a sense of 
fatality/acceptance/inevitability.624   
 
“Four hundred girls were recovered from brothels in India, twenty one of 
them were sent to a Short Stay Home in Kolkata, and out of these eleven 
were HIV positive. It was decided to keep the HIV positive girls separately, 
leading to them being kept in a room under lock and key. However, as soon 
as the other residents of the home came to know about their HIV status, the 
HIV positive girls were stoned by the other residents of the Home. As an 
alternative arrangement, the government contacted a local NGO, to 
accommodate these girls”.625 
 
Vulnerability to trafficking is profoundly gendered: given that gender is a system of 
unequal but shifting, and at times contested power relations between men and 
women626 which has relevance for an analysis of vulnerability to trafficking.  
Societal vulnerability incorporates both, the vulnerability to HIV and/or trafficking, 
as well as vulnerability to the social and economic impacts of the living with HIV 
and/or being trafficked.627   Existing norms and values differ within societies and 
communities; they strongly influence societal vulnerability.  It is possible that 
socially and culturally acceptable norms may conflict with universal standards of 
human rights.  The challenge lies in transforming from the grassroots, those norms 
and values that are oppressive and harnessing the collective energy of communities 
for resisting socially sanctioned violations.  There are two sets of factors impacting 
on societal vulnerability to trafficking; macro factors including political and 
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economic reasons and socio-cultural factors.  Micro factors include individual 
circumstances of poverty and unemployment as well as lack of access to social 
programmes and services.  
 
The lucrative nature of trafficking, which is the third largest source of profit for 
organised crime after the selling of drugs and arms,628  is a major factor in the 
growth in the numbers of women and girls who have been trafficked.  Social 
constructions of gender relations and sexuality facilitate trafficking for sexual 
exploitation by undermining women’s economic position - “unequal gender relations 
and patriarchal values (control of labour and sexuality) underlie trafficking”.629  
Trafficking represents “profit or revenue-making circuits developed on the backs of 
the truly disadvantaged”.630  In the context of high unemployment, increasing 
poverty, shrinking state resources that are unable to meet growing social needs, 
households and whole communities are increasingly dependent on women.  
Governments are also dependent on women’s earnings.631 
 
Gender oppression is evident in the way in which gendered power converges with 
poverty to drive or lure women and girls into situations where they are subjected to 
extreme forms of violence, such as trafficking.   Women are vulnerable to 
trafficking not only because they lack economic opportunities, but also because 
they wish to escape from the burden of long hours of domestic/unpaid work 
expected of them.  Traffickers also feed into the aspirations of women and girls for 
a better life.  It is not only parents who are forced or coerced into selling their 
children; often girls and young women who are dissatisfied with life are taken in by 
traffickers promises for a better, more prosperous and fulfilling life. 
 
Personal characteristics, such as low self-esteem, attitudes towards HIV or 
trafficking and limited perception of own risk also make women and girls more 
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vulnerable.   Personal vulnerability is increased by a lack of access to information 
and education about trafficking, HIV and AIDS and sexuality.  Many women and 
girls are not exposed to accurate and relevant information on AIDS; nor are they 
aware of the methods traffickers use or the realities of being trafficked.  The 
following was noted by Amnesty International from the experiences of women and 
girls who are trafficked: 
   
“some are completely duped about the nature of the work they will be doing; 
some are told half truths about the work and then are forced to carry it out; 
some are aware of the nature of the work but not of the conditions in which 
they will perform it and see no viable economic alternative”.632  
 
Personal skills such as the ability to negotiate safer sex, or the ability to realise 
when one is being tricked and to deal effectively with that, impact on vulnerability.  
Personal circumstances also impact on vulnerability; it has been well documented 
that the reason why many women and girls either leave home or want to leave 
home is physical and sexual violence in the household.633 Even when women leave 
home out of a desire to explore new possibilities and be adventurous (personal 
choice), existing societal vulnerabilities (for example, lack of information available 
to women migrants) can make them at risk.  Stigma is decreased and challenged 
only when the empowerment process starts transforming the realities of those most 
affected.634  The next section will address programmatic vulnerability by 
highlighting the current responses to trafficking and how they reduce or increase 
vulnerability. 
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7.4 Trafficking, HIV and AIDS: power as problem 
 
At the outset it is important to stress that trafficking does not cause HIV and AIDS 
or vice versa.  There was a concern amongst role-players635 that the two issues do 
not become conflated thus causing greater difficulties for women and girls affected 
by HIV and trafficking.  An example cited was the assumption that girls who had 
been trafficked, rescued and returned, especially from Mumbai, were living with HIV 
and further cementing the belief that ‘trafficking = sex work = HIV’.636  Given the 
extent of stigma and discrimination attached to the issues and the increased burden 
faced by women and girls who had been trafficked and were living with HIV and 
AIDS, this concern is valid.  There exist certain root causes common to both HIV 
and AIDS and trafficking vulnerabilities, which are discussed below.   
 
The social and economic factors driving trafficking and HIV infection and deepening 
the impacts are similar, for example, poverty and inequality, lack of access to 
services, population mobility, sexuality and power and gender-based violence. The 
factors driving the HIV epidemic are “deep-seated and intransigent, embedded in 
the very power relations which define male and female roles and positions, both in 
intimate relations or the wider society.” 637  The same applies to trafficking.   
 
“Trafficking in women reflects inequality on a global scale: transferring of 
resources from depressed economies to prosperous ones, from the periphery 
to the core and from rural to urban”.638 
 
The issues that require particular focus by organisations involved in trafficking and 
HIV and AIDS include addressing the sexual subordination and oppression whereby 
women are precluded from a basic means of prevention, safe sex practices, lack of 
knowledge/bargaining power with sexual partner, addressing the lack of access to 
means of HIV and AIDS prevention and care mechanisms such as condoms and 
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treatment services  and challenging  gender discrimination in families and 
communities  - especially in countries with (mainly) patrilineal family systems.   
 
The emotional, social and in some cases physical consequences of living with HIV 
and AIDS or being trafficked are similar.  This is reflected in the individual hardship 
and pain, and the social impact on the family, household and community.  Fear of 
violence and stigma and even abandonment can dissuade women from learning 
about their HIV status or wanting to go home if they have been rescued.  Impact is 
greater because of generally lower levels of social and economic power.  Impacts 
for the individual include declining health, social stigma and loss of support, 
economic hardships and so on.  As a result of both trafficking and HIV and AIDS, 
communities and societies are losing young and productive women.   Communities, 
especially women, are bearing the brunt of care and support.    
 
It has been noted that a feminist analysis of power focuses on understanding the 
ways in which men dominate women and how some women dominate other women 
based on gender, race, class, , age, ability, ethnicity and sexual orientation.  Power 
analyses also suggest that both men and women are dominated by existing social 
and institutional structures that both shape and reinforce existing power 
inequalities and that our very socialisation into particular gendered behaviour 
patterns have much to do with the overarching power structures that oppress, on 
the basis of race, class, caste, and gender. For example, whilst trafficking is a form 
of gender oppression, a growing number of traffickers are women – including 
women who have been trafficked.  This indicates how the “global economy has 
been systematically structured to ensure that the exploited replicate patterns of 
exploitation in order to earn a living.”639   In an ongoing cycle, there are pervasive 
discriminatory mechanisms that further marginalise and dis-empower the least 
powerful in society.  Power can be easily linked to trafficking: in its most basic level 
it refers to the power relationship between the trafficker and the person being 
trafficked.  However there is a long and hierarchical chain of power over 
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relationships in the trafficking process, which includes parents, agents, brothel 
owners, and trafficking syndicates. 
 
Power refers to both individual acts of force and oppression as well as the structure 
of power, which is defined as a set of social relations with scope and permanence.  
Individual acts of power must be seen within the context of the structure of power if 
they are to make sense.  Connell uses the example of rape to explain this concept.  
Rape is deeply entrenched in power inequalities and male supremacy ideology.  
Rape is not seen as a deviation of the social order but is very much an enforcement 
of it.640   
 
Trafficking can be analysed in a similar way; trafficking embodies ownership of 
women’s body, their sexuality and their labour. As such, it can also be viewed as a 
reflection of the social order.  Within the structure of power there is a need to 
constrain those who have power; men are both empowered in gendered 
relationships and they produce their own limits.  For example, the patriarchal 
(western) gender order emphases monogamous marriage as the hegemonic 
position.  However, the unspoken expectations are that men are and will be 
polygamous.   Adultery can be viewed as a structure that defines women as 
property and holds men responsible for ‘theft’.641 
 
All men do not enjoy equal power.  The intersection of race, caste, class and sexual 
orientation are also important.  There is a core of male power which is dependent 
on the dominate male in a particular culture or society.  For example this could 
include high-caste, or fairer skinned (‘white men’ cannot be contextualised in South 
Asia), heterosexual, upper-middle class.  Whilst all men do not hold the same 
power as the elite, men do benefit in some way from this the power.  For example, 
not all men control the judiciary, yet they benefit from the legal power given to 
men in legislation around marriage for example.  
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Likewise, women too are not a homogeneous group, and for the most part are 
oppressed and seen as a subordinate group.  However, women have access to more 
or less power in their different roles and relationships, for example, mother-in-laws 
are powerful in the South Asian context.   Power is currency which the mother-in-
law acquires through her son (that is, she ultimately accesses power through a 
male member), and often uses it to oppress the daughter-in-law.  This highlights 
that women are not always the ‘victims’, but can be the perpetrators as well. The 
class and caste dynamics of men and women also poses another dimension worth 
exploring. 
 
Perceived powerlessness is internalised.  When people are systematically denied 
power and influence in society they internalise the message and believe the 
message to be true.  Women over the ages have internalised the message of 
patriarchy. Empowerment must undo the negative social constructions so that 
people come to see themselves as having the capacity and the right to act and 
influence decisions.642  
 
Socially sanctioned violence is the most expressive manifestation of power 
inequities based on gender, , caste, ethnicity, religion etc.  In the study by Thapa 
and Chishti the majority of women and girls who had been trafficked noted that 
they had been “severely beaten”, “tortured” and “abused” by brothel owners and 
clients.  The violence maybe experienced on a daily basis, although many women 
interviewed made reference to the fact that their initial introduction to the brothel 
was the most violent.  The relationship between violence and trafficking can be 
seen as cause and effect: violence in the home often makes girls want to leave 
making them more susceptible to the operations of the trafficker; and as noted 
above, violence is an integral part of the lives of trafficked women and girls.  The 
demonstration of power, manifested as violence against women is clearly illustrated 
in the following quote from a young woman who had been trafficked,  
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“When I refused to entertain clients I was beaten ruthlessly.  I was starved 
and kept inside a dark room.  I cried for help but nobody listened to me.  
Finally I fell sick.  I was so scared and ultimately I agreed to work for 
them”.643 
 
For many women, the violence remains the reality of their daily lives either in their 
homes and relationships and/or in the workplace.  They are often unable to leave 
the relationship due to social and economic factors.  Trafficked women may have 
even less freedom of movement and are frequently locked up.  Brown notes that 
sexual access to women and girls is both a privilege of male power and a symbol of 
that power.644 
 
7.5 Current responses to trafficking  
 
The response to trafficking in the region is NGO led, although governments have 
developed a legal framework to address the problem.  The UN agencies are also 
involved both at a policy level, as well as providing services, such as a home for the 
children of sex workers situated in a brothel in Bangladesh.   
 
Figure 7.1 depicts the complexities of responses to HIV and AIDS and trafficking, 
which cut across two intersecting continuum; the prevention-care continuum and 
range from a welfarist to a rights based approach.   
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Figure 7.1 Responding to HIV and AIDS and Trafficking 
 
The horizontal axis represents the strategies along the prevention – care 
continuum, including proactive strategies to prevent trafficking or HIV infection 
from occurring and reactive strategies dealing with the situation after it has 
occurred. In the case of HIV and AIDS this means care, treatment and socio – 
economic support for people living with HIV and AIDS as well as addressing social 
and economic problems and issues faced by families and communities.  Rescue, 
rehabilitation and reintegration programmes are strategies used to deal with the 
issue of trafficking.645 
 
The vertical axis represents the values and beliefs underpinning the response.  The 
welfare approach focuses on meeting practical needs whereas a transformatory 
approach addresses the structural causes of HIV and trafficking and deals with 
strategic interests.   Thus the welfare approach is at a crisis intervention level, 
whilst the transformatory approach is more political focusing on process and 
medium to long term goals.  The transformatory approach has at the centre the 
change of the gender social order. 
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The predominant approach to trafficking has been a welfare/integrationist one; 
focusing on the immediate issues and reactively dealing with the issues facing 
women and girls who have been trafficked.  Given the urgency of the issue and the 
impact of trafficking this has been an important approach.  However, as has been 
discussed the ultimate goal is the transformation of society – addressing the core 
factors accounting for trafficking with the aim of eradicating trafficking.  In this 
regard there has also been some successful advocacy from activist organisations 
and networks across the region resulting in changes in understanding and 
legislation.  Much more still needs to be done. 
 
7.5.1 Prevention  
 
A few strategic areas, important for developing rights-based and development 
approaches essential to prevent trafficking have been recognised; effective legal 
remedies for women and girls, poverty reduction and sustainable livelihood options 
and safe migration possibilities.646 
 
Using national and international legislation to ensure that people at all levels of the 
chain involved in trafficking are arrested, prosecuted and convicted is an essential 
prevention strategy.  However, most convictions happen to women and men who 
are recruiters and seldom are the people who gain the most from trafficking ever 
arrested or convicted.  Whilst this method of prevention may protect other women 
and girls in the future, it is extremely traumatic for the women and girls who have 
to testify and re-live their experiences in court.647 
 
Increasing knowledge and awareness about the realities of trafficking through 
community and school based education has been effective in some areas.648  Many 
women and girls note that they were duped into trafficking.  Hearing about the 
personal experiences of girls and women who have been trafficked, there emerges 
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common ways in which women and girls are tricked: false marriages, taken from 
the village to the city by someone they know, offered a ‘bogus’ job in the city.649  
Education is thus vital to equip girls, women and men with knowledge and skills to 
enable them to identify and avoid potential trafficking situations.  Poverty is seen as 
one of the critical driving factors of trafficking.  Poverty reduction programmes that 
provide families, and especially women and girls with sustainable livelihood options 
can be an effective prevention strategy in the short term. 
 
7.5.2 Recovery, rehabilitation and reintegration 
 
At the other side of the trafficking continuum is the recovery of women and 
especially girls from the situation, rehabilitate them – often in institutional care and 
then to reintegrate them back into their community or failing that into 
“mainstream” society.  There have been many ‘success stories’ – well documented 
through the voices of women and girls who have been trafficked.   For example: 
 
“I am proud to say that I am earning my own living.  I did spend some years 
in the centre and whatever I am today is because of the organisation that 
sheltered me, trained me and helped me to live a dignified and independent 
life”.650 
 
Recovery, rehabilitation and re-integration are crucial steps in accessing those who 
are trafficked and exploited.  However, some organisations question whether all 
rescue attempts are in fact within a human rights framework and believe there is a 
potential violation of human rights at all three stages of trafficking; during 
recruitment, during the work on was recruited for, and during rescue, rehabilitation 
and reintegration.651    
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“the effectiveness of rescue, rehabilitation and reintegration programmes has 
been brought into question in terms of capacity to assist the survivors with 
equal consideration for their human rights and individual dignity.  The 
general principle is that each trafficked returnee should enjoy fundamental 
human rights, right to privacy, repatriation, proper health care and 
counselling and other necessary support.”652  
 
Potential problems exist at all stages of the recovery, rehabilitation and 
reintegration process. 
 
Recovery operations discount women’s agency in becoming sex workers and 
overlook women’s right to remain in that line of work if they so choose.  Women are 
sometimes brought out of brothels as if they had been waiting there to be 
rescued.653  Rescue efforts may also impact negatively on the lives of other sex 
workers in the brothels; at best this may include police harassment, at worst the 
closing down of the brothel resulting in the loss of income, as well as loss of food 
and shelter for the women and their children.   Older sex workers may find it 
particularly difficult to find another brothel in which to work.654 
 
Vulnerability is also increased through legislation which criminalises certain 
behaviours, for example, sex work, legal discrimination against women and 
freedom of movement for single women.  As noted by the Lawyers Collective  
rescue and raid operations by law enforcement officials in sex work settings can 
lead to violation of sex workers, and can also prove to be counter-productive to 
interventions.655  Increased disruption caused by raids creates an environment of 
fear and insecurity, driving sex work underground. To uphold the human rights of 
sex workers and women and girls who have been trafficked, internal mechanisms 
such as ‘self-regulatory boards’ of sex workers themselves that rescue minors and 
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women who want to be rescued, are essential.  In fact sex workers have articulated 
that it is in their own interests to keep underage girls out to avoid for example, 
unfair competition, fall in income and insecurity.656 
 
‘Rehabilitation’ centres are either run by state or non-government organisations 
and differ substantially in the methods they use to rehabilitate.  While some are 
progressive in the way they operate, others are not.657 For example in the Thapa 
and Chishti research a volunteer from a renowned rehabilitation centre explained 
that he/she has witnessed women and girls trying to escape from the centre by 
hanging their sarees658 from the windows.  
 
“There is increasing discontent among them.  They feel imprisoned inside the 
four walls of the shelter homes where they can neither smoke nor drink.  
They do not want to be reformed and as such do not like all sorts of 
restrictions that are imposed upon them and their movements” 659  
 
A workshop participant from Sri Lanka spoke about the experience of a group of sex 
workers and homeless women who were arrested and detained indefinitely under 
the Sri Lankan vagrant laws.  Sent to so called “rehabilitation” centres and waiting 
for family to claim them the women experience awful conditions.   
 
…. “sanitary towels have to be shared ... there are seventy-five inmates out 
of the three hundred and fifty that are mentally retarded. About 25% are 
pregnant and another about 25% are with children”.660 
 
Furthermore, the shortages of staff make the conditions even more difficult. 
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“There are only twenty staff taking care of the needs of three hundred and 
fifty detainees, some of whom have children. The staff are overworked and 
naturally frustrated. Therefore, programmes on awareness, education and 
motivation are required for both to inmates as well as the staff members but 
these don’t happen”.661  
 
A complicating issue is that most of the women have been arrested under the Sri 
Lankan Vagrancy Ordinance which allows for indefinite incarceration.  Women are 
not given a date for their release, and are only released if a family member collects 
them or they are married off to men who are approved by the rehabilitation 
centre.662   This encourages further abuse and exploitation of the women who may 
resort to paying people to act as parents or family in order to be released.663 
 
During the rehabilitation, under the guise of medical examinations, which are one of 
the first requirements when women and girls are rescued, women and girls have to 
undergo a series of tests, including an HIV antibody test.  In many rehabilitation 
centres such a test is mandatory, whilst others say the test is “voluntary”.664   
Workers in rehabilitation centres noted during the interviews and the workshops 
that women and girls very seldom refuse to take the test.  Overall, the compulsory 
or coerced testing of women and girls for HIV is a violation of human rights.665   
 
The universal guidelines on HIV testing are clear that testing should be completely 
voluntary and performed in the context of pre-test and post-test counselling.  The 
pre-test counselling process is designed to provide accurate information and to 
enable the person to decide (without any coercion) whether they wish to take an 
HIV test or not.  Even if the person decides to take a test, they can decide not to 
get the results, should they change their mind.  Results need to be given in a post-
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test counselling context and follow up counselling is important.  Regardless of the 
result, post-test counselling should be provided.666 
 
Two critical issues need addressing:  firstly, given the history and experiences of 
the women and girls who have been rescued it is unlikely that they would be in a 
position to say no to a test that was being forced on them or ‘suggested’ to them – 
especially by people in authority who are providing food and shelter.  Secondly, 
given that the women and girls have been through terrible experiences to get 
where they are, it is debatable that one of the initial priorities should be an HIV test 
unless specifically requested by the women or girls themselves.   
 
It is perhaps better to deal with the realities of being recovered before rushing in to 
HIV testing – given that an HIV positive test result will be devastating and 
compound the range of emotions the woman and girl will be experiencing coming to 
terms with being trafficked.  Counselling forms one part of the continuum of care 
that needs to be implemented to provide women and girls living with HIV and AIDS 
with at least the minimum standards of care which they require.  Women and girls 
need access to health monitoring, access to treatment and support. 
 
Reintegration is a process and many centres have developed sophisticated 
approaches to ensure that both the family and community are prepared to take 
back the woman/girl who has been rescued.  Part of this process involves assessing 
whether or not the family will not sell the girl again.  Through on-going education, 
issues of stigma towards trafficked women and girls are addressed.  Despite these 
efforts sometimes the trafficked survivor does not want to return to her home.  This 
should be respected as her right to exercise her own choice.  Forced reintegration 
may lead to girls being re-trafficked. 
 
Despite the serious concerns listed above, rescue, rehabilitation and reintegration 
remain an essential strategy for those women and girls who want to be rescued and 
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return home.  However it is noted that an attitudinal change is required to pave the 
way for ground breaking transformation by re-iterating the fact that trafficking 
survivors are under no circumstances criminals,667 and that their human rights 
considerations are at the forefront of every planned initiative. 
 
The Hawe, Degeling and Hall model outlines six sets of factors influencing 
trafficking.  These are individual factors, including motivation, attitude, knowledge, 
practices etc; socio-cultural, including social support, gender, ethnicity, religion; 
economic, including income levels and pressure to work, political focusing on 
sources of power and influence, policy including legislation, incentives and 
punishment and existing services, access, scope, appropriateness and quality.668   
Figure 7.2 shows an integrated model of vulnerability combining Mann and 
Tarantola and Hawe et al. 
 
Figure 7.2.  Factors leading to vulnerability to trafficking669 
This integrated model is useful in highlighting the role that institutions, policy and 
programmes play in enhancing or reducing vulnerability.  Programmatic / 
institutional vulnerability is often overlooked when analysing the factors driving the 
HIV and AIDS and trafficking. Institutions at different levels, be they state, private 
sector or civil society, can and do increase vulnerability by not taking into account 
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the realities of peoples’ lives.  The imbalances in gender power relations is a cross 
cutting theme across all forms of vulnerabilities. 
 
In short, organisations, both governmental and non-governmental, through their 
policies and programme implementation, either increase or reduce vulnerability to 
trafficking.  Specific areas of programmatic vulnerability in relation to trafficking 
include:  
 
 Repressive laws, as responses to trafficking often result in limiting the 
mobility of women which in turn increases illegal mobility and trafficking 
 Limited access to justice for women and girls who have been trafficked.  
Women and girls are often treated as criminals, the burden of truth lies with 
them.  Given that cases drag on for years women and girls may have to 
relive the trauma many times over.  At the end of the day, there are very 
few convictions of anyone involved along the complex chain of trafficking. 
 Too few holistic prevention programmes are based on an understanding of 
human rights and gender 
 Rescue and rehabilitation programmes that do not promote a human rights 
framework 
 Stigma and discrimination perpetuated by law enforcement officers, health 
care workers and social services. 
 
International instruments provide guidelines and priorities to address the specific 
issues of HIV and AIDS and trafficking.  Some instruments provide solutions to 
structural problems such as gender inequality which fuels both trafficking and HIV 
and AIDS.   Furthermore, these instruments present non-governmental 
organisations a set of indicators with which to monitor governmental progress.  
Some useful instruments include the Universal Declaration of Human Rights, 
Convention against Torture, Convention on the Rights of child, Convention for the 
Elimination of Discrimination against Women, Convention for Suppressions of 




Unfortunately, often the conflicting potential of various national legislation and 
certain international protocols are being realised.  For example, in some instances, 
governments respond to trafficking fears by legislating to restrict women’s freedom 
of movement.  A strategy to implement this is the  deportations of sex workers 
which are common place.670   
Trafficked women may not have identity documents, or if they do have these are 
likely to be forged documents.   This means women are treated as victims of abuse 
as well as violators of the law.  Protection is only prioritised when women and girls 
agree to assist in prosecutions.671 Government and other agencies must develop 
policies and anti-trafficking measures that will not merely add to harassment or 
further sexual exploitation of women, for example by police and brothel keepers. 
 
There exists a groundswell of responses to trafficking in the region.  This provides 
an excellent base upon which to build.  The welfarist strategies have facilitated 
quick and immediate responses addressing human rights violations.  However, 
much needed in the medium to long term are strategies that are transformatory, 




The analysis presented on the realities of women and girls in South Asia has clearly 
shown that HIV and AIDS on the one hand and trafficking on the other are acting 
together to deepen the hardship faced daily by women, girls and boys and act to 
dramatically increase vulnerability and reduce human well-being.  It is important to 
recognise that HIV and AIDS and trafficking act as co-factors that serve to deepen 
vulnerability. They also are driven and sustained by a similar set of contextual 
factors, rather than having a causal link.   
 
Given that both social issues are increasing in the region urgent action is required.  
The problem of vulnerability created by these twin realities is mediated by power. 
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The unequal position of women and girls in a range of relations deepens their 
oppression and disempowerment and their vulnerability to HIV and AIDS and 
continued exploitation through trafficking.  Because of the gendered nature of the 
problem and the centrality of power in the equation, the most effective, relevant 
and appropriate responses will be responses that address the contextual political, 
legal, economic and social factors that drive both HIV and AIDS and trafficking as 
well as work at a personal level to strengthen self worth and autonomy and 
facilitate collective action.   
 
Adequate responses must address the current realities and the related practical 
needs of the women and girls, whilst transforming the existing grossly unequal 
power relations between trafficked people and the many levels of people benefiting 
from and actively involved in trafficking.  Empowerment is a critical strategy to 
ensure individual change and collective action.  This includes enabling women to 
collectively take control of their lives, to organise and help each other, to make 
demands on the state for support and on society for change.   The collective 
empowerment of women leads to a focus on the needs and vision of women.672 
Such a concerted response is necessary if the extreme problems of HIV and 
trafficking are to be addresses.   
 
It is important to ensure that interventions address the personal level, (where the 
trafficked women and girls themselves have opportunities to build personal power 
that includes self worth and a sense of autonomy) coupled with intensive efforts to 
reform society and challenge the social, legal and economic framework that fuels 
women’s vulnerability.   
 
Despite the incredible challenges in overcoming trafficking examples of resistance 
have been recorded.  Many of the organisations interviewed are vigilant in their 
approach to reduce trafficking, often at great danger to themselves.  Sex workers 
have begun to organise and are increasingly asserting their own rights whilst being 
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part of the broader anti-trafficking lobby.  As has been shown, efforts to subvert 
the power of those in the trafficking chain may lead to power over the women and 
girls most vulnerable and at risk; it is thus critical that strategies should empower 




Chapter Eight: Power within:  HIV, rape and lesbian 




The power within refers to the inner or individual power that, if activated, is 
inherent in all women.  Acknowledging one’s own power is vital in ensuring women 
and girls are able to assert their rights, on an individual and collective level.   Power 
within is usually harnessed through consciousness raising process, where women 
begin to articulate their oppression, challenge internalised beliefs about their own 
subject position and take control of their lives.  It is often not easy for women to 
exercise power within; however, even small acts of defiance in challenging gender 
inequality in intimate relationships, the household and society in general are 
important expressions of power within stemming from the belief that ‘I am worth 
more than this’. 
 
This chapter is different from other chapters in that it uses the experience of one 
woman to underscore issues of power.  In November 2005, a young, black, HIV 
positive lesbian, Khwezi673 laid a charge of rape against the then Deputy President 
of South Africa, Jacob Zuma, exercising her personal power on many levels.  On the 
surface, Khwezi could have been viewed as powerless in terms of her position and 
lack of authority, her age, sexual minority identity, multiple rape survivor, HIV 
status and her gender.  However, her ability to lay the charge, go through the 
process and at the same time make sure that her personal experience became 
political through highlighting issues of rape in South Africa is an act of courage and 
power.   
 
Identity was a critical theme in the State vs Jacob Zuma trial and aspects of the 
complainant, Khwezi’s identity were central issues: she was a young (especially in 
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relation to Zuma), black, Zulu woman, who viewed herself in a father – daughter 
relationship with Zuma.  She was also a woman who was, and had been for years, 
openly living with HIV.  The role-players – defence, prosecution, judge and the 
media - debated, explored and argued around these identities to prove or disprove 
that the sexual intercourse which took place on November 2nd 2005 was rape or 
consensual sex.  Less explored in the trial, but and as important to the case, was 
her self-asserted lesbian identity.674   I have chosen to explore this expression of 
‘power within’ through the lens of her lesbian identity as it describes her subject 
position and locates her further in the margins thus underscoring the magnitude of 
her activism.    
 
This chapter analyses the intersection of power over and power within.  Rape in 
itself is an act of male power over women, and to report rape represents an act of 
resistance and empowerment.  This case presents us with an example of extreme 
resistance - not only did she challenge male power over women exercised through 
violence against women, she chose to challenge a man who had extensive political 
power.   Furthermore she chose to use a privileged male system of power, the 
judiciary, to challenge a privileged male system of rights.675 The case clearly 
demonstrates stark differentials in power, and is essentially one woman against the 
power of politics, the judiciary, and society.  It shows how being empowered 
enables action.   
 
This chapter is based on directly observing the court proceedings, including 
Khwezi’s evidence, cross-examination and the evidence of Jacob Zuma, as well as 
being present for the judgement.  Furthermore transcripts of the trial are used to 
expand on the intersection of race, class, HIV status and sexual orientation.  Finally 
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the chapter integrates discussions with Khwezi and other activists.   The chapter 
will explore the way that different role-players, the prosecution, defence and judge 
chose to deal with her sexual orientation.  Khwezi’s lesbian identity was in no 
uncertain terms a contested one – by the defense team, the judge, the media and, 
in some ways by the prosecution.  The issue of how Khwezi’s sexual identity was 
used as a strategy by the different role players is outlined.   A comment on the 
verdict and the sidelining of lesbian identity and the personal impact of the trial and 
judgement on Khwezi and her identity is provided. A critical question to be debated 
is whether members of the judiciary were adequately equipped to deal with issues 
of sexuality within the rape trials and the pertinence of sexuality as a factor in the 
trial.   
 
The trial also raised issues of whether “sisterhood” is universal and whether in fact 
an injury to one is an injury to all.  It was clear in the activism around the trial that 
Khwezi and her supporters were in the minority.  Many women visibly 
demonstrated their support for Zuma – some even going as far as distributing 
pamphlets which stated “burn the bitch”.  The level of anger towards Khwezi was 
high, and added to the severe stress of the act of resistance.  Women have an 
important role in upholding and entrenching patriarchy – and many women 
unconsciously may feel they benefit from the status quo.  The women who opposed 
Khwezi and supported Zuma “othered” her by labelling her as different and 
distanced themselves from her.  The sense of injustice at a “sister” being raped was 
replaced by anger, disbelief and blame – and this was by far the dominant position 
amongst South African women. 
 
The next section sketches the realities of black lesbian’s and their position in post 





8.1 Lesbian identity and experiences in post apartheid South Africa 
 
“Lesbian women are often a silent and invisible majority within the broader 
definition of marginalised sexuality”.676 
 
A lesbian identity can be defined as “women who chose to direct their energies to 
other women emotionally, sexually, politically and spiritually among other 
things.”677   Lesbianism is, in any society, a complex social issue that is determined 
by social structure and cultural norms and beliefs of a particular society: even in a 
society which recognises difference and diversity, lesbianism is still often viewed 
negatively as a rejection of traditional, dominant sexual identity.  In fact, a lesbian 
identity is viewed as a ‘counter identity’ because it is a direct challenge of what is 
expected of women by society.  
 
“Society does not give us any space to be ourselves openly, because we are 
alternative.  We are alternative to heterosexuality, which is projected as the 
norm.  We question just by being here many values which are part of 
heterosexuality”.678 
 
The African National Congress was the first mass based movement in Africa to 
formally acknowledge the rights of gay men and lesbian women. This recognition 
was the result of intensive struggle through organisation, education, advocacy, 
lobbying and activism by lesbian and gay groups within the anti-apartheid 
movement.679  The inclusion of the equality clause in the South African Constitution 
was seen, globally, as a victory for lesbian, gay, bisexual, transgendered and 
intersexed (LGBTI) people.  However, lesbian issues are not on the agenda of 
African feminisms.680 
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Despite progressive laws and constitution lesbian women face double 
marginalisation in South Africa: both as women and as women who have sex with 
women (WSW) living in a patriarchal, heterosexist society.  Some lesbian women 
face deeper marginalisation, for example, because of race, class, ethnicity, HIV 
status.  Multiple marginalisation impacts on different aspects of women’s lives 
including their health.  Women’s health in general, and the health needs of lesbian 
women in particular, is not high on the agenda’s of neither health service providers 
nor researchers.  
 
The advent of HIV and AIDS in the late 1970’s early 1980’s forced LGBTI health 
issues into the spotlight.  Initially conceived of as a ‘gay disease’ and named 
accordingly as Gay Related Immune Disease (GRID), lesbian women, or women 
who have sex with women, were included in the category ‘high risk’ by virtue of the 
fact they were having same-sex sex.  Once it became apparent that women who 
have sex with women were not in fact high risk, the focus on lesbian women shifted 
again and lesbians and HIV in particular, and lesbian health issues in general, once 
again disappeared from the agenda.   
 
The provision of appropriate health services for lesbian and bisexual women or 
WSW should be based on adequate knowledge of the complexities and issues. 
There are huge gaps in knowledge about sexual practices and preferences, 
including the frequency of same-sex conduct, the number of people who claim 
same-sex identities, violence against the LGBTI community as well as research into 
the more positive aspects of LGBTI life.  
 
The advent of HIV and AIDS has resulted in many sex and sexuality studies in 
different populations and different countries. These studies present golden 
opportunities for collecting data on LGTI behaviour, experiences and attitudes 
towards the LGBTI community but such research questions are constantly 
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neglected.681 We have limited empirical knowledge about lesbian and bisexual sex 
and sexuality. There is also little research that has been done on the health issues 
of WSW including general health issues, HIV and AIDS and the impact of WSW and 
the community as a whole, and sexual and reproductive health issues. The voices, 
experiences and issues of lesbian and bisexual women are glaringly absent from the 
research agenda. 
 
Lesbian health issues have not received great attention from researchers. Lesbian 
health issues encompass general health, women’s health issues as well as sexual 
and reproductive health issues specific to women who have sex with women. 
Research for this chapter demonstrated a profound difficulty in finding studies that 
address the complexities of LGBTI lives in general and lesbian health issues in 
particular. The absence of such information ensures that such knowledge is not 
accessible to and not integrated into the work of government and NGO health and 
HIV and AIDS programmes.  Sexual and reproductive health issues are critical for 
lesbian women with a focus on HIV and AIDS as a major issue facing women in 
South Africa and globally.  
 
Recent studies that have influenced this chapter include; the Joint Working Group 
(JWG) study, a collaborative effort between OUT and the Durban Lesbian and Gay 
Centre, which provides invaluable information on the lives and experiences of 
lesbians of different ages, races and relationship status in KwaZulu Natal and 
Gauteng and the International Gay and Lesbian Human Rights Commission 
(IGLHRC) study on HIV and AIDS and same-sex practicing people in Africa which 
highlighting many gaps in research, programming and policy negatively influencing 
the vulnerability of the LGBTI community. 
 
Given the dearth of research it is difficult to get a full picture of the diverse 
experiences of lesbian lives in post-apartheid South Africa.  However, there are 
obvious worrying trends that need urgent attention.  Despite the Constitution 
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protecting the rights of and asserting equality for the LGBTI community, many 
lesbians in South Africa still experience oppression on a day to day basis. 
Homophobic attitudes are still prevalent. In a 1995 survey 48% of the South 
African public were “anti-gay”, 682 for example, over 68% of people were opposed 
to gay and lesbian people adopting children.683  In a more recent five year study it 
appears that homophobia is widespread and rampant; more than 80% of the 
population over sixteen years of age stated that sex between two men or two 
women was wrong.684 
 
Violence has reached epidemic proportions with murders of lesbian women not 
uncommon. The Forum for the Empowerment of Women (FEW) working with black 
lesbians in Gauteng found that women who have sex with women are 
systematically targeted for abuse such as abduction and murder,685  for example, 
the killing of 19 year old Zoliswa Nkonyana in February 2005 by a gang of youths 
simply because they deemed her behaviour to be too masculine.686  The murder of 
two lesbian activists, Sizakele Sigasa and Salome Massoa, on the 7th July 2007, in 
Meadowlands Soweto, shocked the lesbian community globally, and gave rise to the 
07-07-07 campaign against hate crimes.687  In April 2008, a prominent lesbian and 
former national soccer player, Eudy Simelane, was gang raped and murdered.   
 
The JWG research on lesbian lives in KwaZulu Natal and Gauteng throws some light 
on the experiences of almost four hundred lesbian and bisexual women living in a 
context of inequality. The study highlights the oppressive nature of religion, hetero-
sexism, prescribed gender roles, patriarchal norms, resulting in hate crimes, 
pressure and force being a feature of lesbian life.688  Multiple unequal power 
relations experienced by lesbian women which impact on all aspects of existence 
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including accessing sexual and reproductive health such as information, knowledge 
and commitment to address HIV and STI’s, assisted pregnancy, and access to basic 
sexual health prevention technologies such as regular pap smears.   
 
In South Africa, as elsewhere, black lesbians have a different reality to white 
lesbians.  Black lesbians are silenced by patriarchy, culture, social and legal 
control.689 Whilst stigma surrounds most lesbians, it can be argued that generally 
black lesbians experience deeper levels of stigma and homophobia.  The increase of 
‘corrective rape’ of black lesbians living in townships illustrates the high levels of 
violence towards lesbian women as well as highlighting vulnerability to HIV 
infection.  FEW in their work with black lesbians in Gauteng found that women who 
have sex with women are systematically targeted for abuse such as abduction and 
murder.690  Hate crimes are commonly experienced by black lesbians in South 
Africa.  A six country study of female same-sex practices in Africa691 showed that 
the rape of lesbian women was more prevalent and violent in South Africa.692 
 
8.1.1 Lesbians, HIV and AIDS 
 
Women are more vulnerable to HIV infection than men, partly due to physiology 
but also due to their often limited ability to protect themselves from infection. This 
is heightened by a lack of women controlled barrier mechanisms and the socially 
constructed “rules” of heterosexual sex, where men have the power to decide 
when, where and how sex takes place. Much of the care that women receive is 
linked to their reproductive role. Likewise, much of the research into women and 
AIDS is focused on the prevention of mother to child transmission.  We know 
relatively little about HIV and AIDS in women, even less so in developing countries, 
and nothing about lesbians and HIV and AIDS. This obviously impacts on 
prevention, care and treatment issues.  
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“No one knows how many lesbians or bisexual women are infected with HIV or have 
AIDS.”693   Based on anecdotal reports, however, it does appear that a substantial 
number of lesbian women in South Africa are living with HIV.  Many women living 
openly with HIV and AIDS self identify as lesbian.   According to the OUT report the 
‘high rates of HIV amongst lesbian and bisexual in South Africa can in part be 
attributed to rape, unsafe transactional sex with men and sexual violence.”694  
Obviously more accurate statistics need to be based on women testing, lesbian 
women are not likely to go for an HIV test, they are also deterred from talking 
about and seeking sexual health care more generally. The OUT study revealed that 
just over 50% of the women interviewed had undergone an HIV test, although the 
reasons for testing were not clear and could have included routine testing.   9% of 
the women who had tested did not return for their results.  Reasons given for not 
testing included not thinking it was necessary (linking to the myth that lesbians are 
‘safe’) and being afraid to test.695  
 
Are lesbians aware of HIV and AIDS?  Most of the women interviewed in the various 
countries in the Morgan and Wieringa study were aware of HIV and AIDS, yet very 
few of them, apart from the women knowingly living with HIV and AIDS, are 
practising safer sex.696  They explained they have no need to do so as they trust 
their partners to be monogamous, despite knowing of their sexual history with 
men. The testing patterns of the women in the OUT study demonstrate that many 
women have a consciousness about HIV and AIDS although some women are in 
denial about their risk. 
 
Despite the recent research into the lives and experiences697 we still do not have a 
clear picture of the rich and diverse experience of lesbian women in South Africa. It 
is vital that we make distinctions between lesbian and bisexual women 
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understanding that they “occupy different positions socially and historically’”698 and 
that different experiences need to be documented, acknowledged, understood and 
acted upon.  Sexuality is complex: there is no simple relationship between 
behaviour and identity, although sexual behaviour is often equated with sexual 
identity.  It is important to address different elements of sexuality including sexual 
behaviour, sexual identity and sexual drive and understand that they mean 
different things and are experienced in multiple ways by women.699  
 
The final question is what are the implications of women who have sex with women 
not being on the agenda. Quite simply the invisibility and marginalisation of lesbian 
and bisexual is leading to the sexual and reproductive health of women who have 
sex with women not being adequately met. This is especially true when one looks at 
HIV and AIDS – there is an urgent need for programmes that address WSW in order 
to reduce their vulnerability. Safer sex messages should include lesbian women, 
bisexual women and women who have sex with women and provision should be 
made for the distribution of prevention technologies for women. 
 
Against this backdrop of promised but not realized rights, extreme levels of violence 
and a growing HIV epidemic amongst lesbian women it is understandable that the 
rape trial was conducted in the manner that it was.  The next section focuses on 
how the defense and prosecution dealt with the issue of Khwezi’s sexual 
orientation. 
 
8.2 The Trial 
 
 ‘Coming out’ in the context of the Zuma trial was an act of power within.  It was an 
important statement in that it highlighted both the personal choice of identity and 
its political nature.   Khwezi self identified as a lesbian at the beginning of the trial 
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in her evidence when being cross-examined by defence attorney, Advocate 
Kemp:700 
 
Kemp: Would you say you are a sexually experienced woman? 
 
Complainant: I have some sexual experience, yes. 
 
Kemp: Have you had sex with a considerable number of men, you could put 
a sort of estimate on that if you want to. 
 
Complainant: I don’t know if I would remember everything but I guess I 
would say five may be. 
 
Kemp: Is that five persons with whom you had sexual relations in your life? 
 
Complainant: Five men yes. 
 
Kemp: Do you qualify that because to put it generally you are bisexual? 
 
Complainant: I have sexually been with men and women; I consider my 
sexual orientation to be a lesbian.   
 
Although through her disclosure the issue of lesbian sexuality was open in the trial, 
it was also marginalised, deemed not important and in the final judgement, denied, 
with Judge van der Merwe pronouncing that Khwezi was not an ‘out and out 
lesbian’. However, it can be argued that her assertion of her lesbian identity should 
have been a crucial aspect of the trial, and used substantially in the prosecution’s 
case. 
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Different characteristics combine to influence, and in some cases complicate, 
identities, for example race, class, sexuality.701   Khwezi, as a young, back, Zulu, 
HIV positive woman, who identifies as a lesbian, experienced layers of stigma in her 
life as a result of her different and combined identities.  These different identities 
were highlighted and interrogated, to a greater or lesser extent, during the trial. 
 
Rape trials focus on determining whether sexual intercourse was forced, that is 
whether rape occurred, or whether the sexual intercourse was with informed 
consent.702  The central question, around which the case was based, was whether 
Khwezi had consensual sex with the ex deputy president of South Africa, Jacob 
Zuma. The judge found that she did have consensual sex and went further to 
insinuate in his judgement that she even initiated the sex. Whilst it may be a 
controversial opinion, I believe that once the issue of allowing her sexual history 
was debated and deemed admissible as ‘evidence’ and the defence team were 
given licence to interrogate Khwezi on her previous sexual history, the issue of her 
lesbianism could have been explored more vigorously in the prosecution’s case and 
possibly could have led to a different verdict: had the issue of her sexuality been 
explored in a deep, sensitive and meaningful way a different picture would have 
emerged which could have had a bearing on the outcome of the case. 
 
In reality, the trial itself focused very little on Khwezi’s lesbian identity.  In an 
analysis of the language and discourse used by the defence, prosecution and the 
judge in over one thousand pages of the trial and judgement transcripts, the issue 
of lesbian identity was raised and discussed very few times. The issue of sexuality 
was ‘used’ and dissected in different ways during the trial and the judgement, often 
demonstrating the value judgements and sometimes overt homophobia of the key 
role-players.  In analysing the different role-players responses to Khwezi’s lesbian 
identity it is necessary at the outset to understand and distinguish between what is 
legal strategy (for example the defence denial of her sexuality was a key point in 
their case), and what can be viewed as overt and outright anti-lesbian.  In general 
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the attitudes and understanding of lesbian issues and experiences in the courtroom 
mirrored those of society, and were in essence prejudicial and stigmatising. 
 
8.2.1 The defence strategy 
 
The defence tactics were to make Khwezi’s lesbian identity a non-issue: to show 
that she was essentially heterosexual (proved through her own “admission” of her 
heterosexual experiences and witnesses that attested to her having relationships 
with men) and that her stated lesbian identity in no way prevented her from 
initiating, or at the very least agreeing, to have sexual intercourse with Mr Zuma. 
The defence strategy around her sexuality was, from a legal point of view, thorough 
and effective and certainly coloured the judge’s understanding of Khwezi’s lesbian 
identity. 
 
The defence took great pains to focus on the fact that Khwezi initiated discussion 
about not having a boyfriend (and not using gender neutral partner or lover) to 
Zuma and about being lonely, as demonstrated in the following leading of evidence: 
 
Kemp: … She testified that during the conversation when it came up as to 
why she did not have a boyfriend, she amongst other things said something 
to the effect that today’s boys are not men enough. They are not good 
enough.  She says as well that this type of topic was introduced by you and 
by you asking her about these matters what is your comment about the fact 
that she says it was you that introduced this type of topic into your 
conversation. 
 
Zuma:  It is not true that I initiated these discussions.  She actually 
introduced these topics and I would only answer what she would ask, but in 
actual fact she started all these conversations.703 
 
Further on in Zuma’s testimony the issue was again raised: 
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Kemp:  The complainant testified that thereafter you had a conversation 
where the boyfriend issue, that she did not have a boyfriend came up again, 
and she also testified that was about today’s boys, and that you mentioned 
at a certain stage the fact that she is HIV positive should not stand in the 
way of her having a boyfriend, and that if there is a need of, if she has 
sexual needs she must have someone satisfy them, and that would be even 
if she had to lower her standards, not be so choosy about the boyfriends.  
And at some stage I think she suggested at the beginning of the 
conversation that you would also comfort her. 
 
 Interpreter: He should comfort her? 
 
Kemp: Ja.  …. Who introduced this boyfriend aspect and that whole issue of 
that she did not have a boyfriend etcetera? 
 
Zuma:  She initiated these talks about the fact she did not have a  
 boyfriend.704 
 
The strategy of the defence team was to consistently assert that Khwezi’s lesbian 
identity was meaningless and that she was interested in, and raised on more than 
one occasion, that she in fact wanted a male partner, a ‘boyfriend’. This line of 
defence resonates with public opinion and societal attitudes that all women, 
including lesbian women, need, is a ‘good man’, and is in fact the premise upon 
which ‘corrective rape’ hangs.   Zuma goes on to state in his evidence that he 
began to be ‘suspicious’ about the alleged underlying  subtext of the conversation, 
that Khwezi was in fact not talking generally or hypothetically, about her need for a 
boyfriend or a good man but was in fact directing her energies to him as the object 
of her ‘desire’.  
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Zuma… Like she said to me that she needed or she was feeling lonely 
because there was nobody to keep her company and I told her, I advised her 
to get someone to keep her company.  Nevertheless she continued with 
these discussions up until I became suspicious because the impression I got 
was that these discussions included me as well.705  
 
These discussions between Khwezi and Zuma were not disputed – however the 
issue of who initiated the conversation and the subtext of the conversation was 
disputed.  This is a critical point which was not interrogated by the prosecution. At 
no stage was Khwezi asked, why, if she identified as lesbian, she was talking about 
wanting or needing a boyfriend. 
 
It was important for the defence to cover all bases and establish that even if Khwezi 
was a lesbian, Zuma had no knowledge of her sexuality at all. 
 
Kemp:  Did the complainant ever at any stage tell you that she is either 
bisexual or lesbian or have any conversations along these lines with you? 
 
Zuma:  She has never mentioned such a thing, no discussions before.  It was 
the first time that I heard her mention that. 
 
Kemp: You mean here in court is the first time? 
 
 Zuma: Yes in this court.706 
 
The fact that Mr Zuma claimed to have no knowledge of Khwezi’s lesbian identity 
was further used to discount her assertion of a father-daughter relationship in 
Kemp’s application to have the case dismissed. 
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Kemp … one would have thought that if there was that type of relationship 
between them, this would have been the opportunity to tell him ‘no look 
man, I am not really interested in boyfriends’. The reason is I am actually, as 
she said in the witness box later, I am a lesbian so I do not really, I am not 
really interested in boyfriends, what you talk about does not really apply to 
me.  She does not say that my lord, to him and we say it is another 
indication that the relationship was not exactly as she held it out to be.707   
 
They also used the testimony of the prosecution’s psychologist, to demonstrate that 
even if Khwezi was a lesbian she would still be able to understand heterosexual 
cues and advances.  The following extract is from the cross-examination of State 
psychologist, Dr Friedman, by Advocate Kemp: 
 
Kemp.... you heard the evidence of the complainant doctor that she described 
herself as a bisexual tending to be a lesbian?   
 
Dr  Friedman: M'Lord in fact in her testimony she said she was lesbian, not 
bisexual. 
 
Kemp: The fact that she describes herself then as a lesbian, let us deal with it 
in that way, what would the effect thereof be on this what you call the 
sensitising, would that not have obliterated the normal signs for a woman if she 
is not reacting the same?  Do you understand what I am saying doctor?  
 
Dr  Friedman:  M'Lord no.  Many women that are gay will most certainly see if 
a man is coming on to them.  It is not because their sexual orientation is 
different that they will not see it. 
 
 Kemp: So are you saying it... (intervenes)     
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 Dr Friedman Especially if they have had sexual interactions with men. 
 
 Kemp:So you are saying that is not a determining factor?   
   
 Dr Friedman I am not understanding... 
 
 Kemp: The mere factor what sexual orientation is, in sensitising such actions?   
 
Dr Friedman Your sexual orientation definitely does not imply your sensitivity 
towards somebody else make a sexual advance towards you.  Many gay 
women get sexual advances from men.  It does not mean they do not see it.  
They just do not enjoy it.708 
 
The defence strategy was thus: attempt to render her powerless on different levels, 
and try to break her down.  They neutralised any impact Khwezi’s sexuality would 
have on the trial, portray her as heterosexual, lonely, and in need of comfort, 
denying her perceived father daughter relationship with Zuma, and in doing so 
made believable that she would initiate sex with him, even knowing her HIV status 
and when it was discovered that there was no condom present, insist to him that he 
could not leave her in an aroused state.  
 
Despite all the tactics, Khwezi remained strong and resolute throughout the trial 
and after the judgement.  She noted after the verdict that although deeply 
disappointed, she was not sorry that she had laid the charge and gone through the 
process, and she would encourage other women to do the same.709 
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8.2.2   The prosecution strategy 
 
Whilst the defence strategy was to acknowledge and counter any effects that 
Khwezi’s lesbian identity may potentially have on the case, the prosecution, on the 
other hand, chose to initially ignore the fact that Khwezi was a lesbian and in her 
testimony (which spanned almost two days) her lesbian identity was not raised at 
all.  It is difficult to understand the strategy of the prosecution not initially raising 
the issue of Khwezi’s sexual orientation during her giving evidence.  Some possible 
reasons could be that they thought it irrelevant to the case, they were under 
instruction from the complainant not to raise the issue, or that they thought it more 
strategic to introduce the issue of sexuality at a later stage if deemed necessary.  
Whatever the initial reasons, when analysing the prosecution’s case and how they 
dealt with the issue of sexual orientation, it is clear that they were often 
uncomfortable, showed limited understanding of complex issues and had no 
strategy to counter the defence tactics. 
 
There were critical issues in the defence case that the prosecution chose not to, or 
did not have the skills to, address. For example, at the outset establishing the 
reality of a lesbian identity, challenging the stereotypes of lesbian sexuality and 
providing an argument for why she would not have disclosed her sexual orientation 
to Zuma.  
 
The prosecution, as did the defence, in the early stages of the trial chose to focus 
on conversations between Khwezi and Zuma regarding her current relationship 
status and her discussions around having a boyfriend: 
 
Complainant:  So then I jokingly just said to him.. no, Malume710, you are 
not getting lobola anytime soon 
 
De Beer: Did he say anything else? 
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Complainant: He just then asked me if I had a boyfriend and I said no I don’t 
have a boyfriend.711 
  
The prosecution had the option, at this point, to discuss Khwezi’s sexuality, 
question why the focus on boyfriends, explore the common held myth that all a 
lesbian wants or needs is a good man, and challenge understandings around 
identity. They chose not to address the issues at this stage.  However, when the 
defence opened up the issue of sexuality, and Khwezi self-identified as a lesbian, 
the prosecution honed in on it.  They attempted to neutralise the issue by trying to 
get Jacob Zuma to admit that he knew about Khwezi’s sexuality, a point that he 
constantly denied, and then tried to counter this by implying that disclosing ones 
sexual orientation is difficult and ‘embarrassing’ and by implication it was 
understandable that she did not tell him: 
 
De Beer: It was put to the complainant by your counsel that she, to put it 
generally “you are bisexual”, the quote. 
 
 Zuma:  Yes it was put to her 
 
De Beer: And then she admitted it, not so? 
 
 Zuma: Yes 
 
De Beer: It must have been very embarrassing for her to admit that in open 
court not so? 
 
Zuma: I would not know M’Lord.  Yes I remember her M’Lord explaining her 
position and how she regarded that as well, the sex issue. 
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De Beer: Sorry? 
 
 Zuma: Her sexual orientation. 
 
De Beer: Then she even had to admit under oath that she is a lesbian. 
 
 Zuma: Yes. 
 
De Beer: And you will agree with me that it is not something that a female 
from the culture of the complainant would admit lightly. 
 
Zuma: I would not agree M’Lord because now of late so many people come 
up and declare their sexual orientation. Yes before in the past it was 
amazing. 
 
De Beer: Did you know that she was one? 
 
Court: That she was? 
 
De Beer: That she was a lesbian, did you know that? 
  
 Zuma: No I did not know. 
 
De Beer: So can we take from that, that it was not something that was 
publicly known about her? 
 
 Zuma: Well I do not know M’Lord, I do not have knowledge of that.712 
 
This exchange and the use of language clearly shows the prosecution’s discomfort 
with dealing with the issue of sexuality as well as highlighting the attitude of the 
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prosecution: her needing to ‘admit’ to being a lesbian, the fact that it must have 
been ‘very embarrassing’ and noting that it was not something that a Zulu woman 
would disclose easily.  Zuma’s response that ‘in the past it was amazing’ could have 
been further investigated given that it was common knowledge that his comments 
about the LGBTI community in the past were homophobic.  That could have been a 
reason in and of itself as to why Khwezi had not disclosed her lesbian sexuality to 
him, and instead chose to talk to him about ‘boyfriends’. 
 
The defence team had made an issue of why Khwezi had not simply disclosed to 
Zuma that she was a lesbian. This highlights a lack of understanding of the issues 
surrounding the disclosure of, or ‘coming out’ as a LGBTI person and provided a 
good opportunity for the prosecution to counter the argument.  The awareness of 
societal stigma that surrounds gay and lesbian identity impacts negatively on 
disclosure:713 and this is often based on shame and secrecy. Other reasons for non 
disclosure can be linked to confusion around a new or emerging identity.  
Disclosure to parents or parental figures is difficult, and parents are often not the 
first people that an LGBTI person will come out to.  
 
Whatever the reason for her non-disclosure to Zuma about her sexual orientation, it 
was neither questioned nor analysed.  Given her openness around her HIV status, it 
should have been a line of questioning from the prosecution to get the judge to 
understand the complexities of disclosure, especially in this way the prosecution 
could have established that the fact she spoke of boyfriends to Zuma, and had not 
disclosed her sexual orientation in no way indicated that she was not lesbian. This 
was another instance in which lack of knowledge of the realities and experiences of 
black lesbian’s in South Africa resulted in a shoddy strategy which did little or 
nothing to counter the defence strategy. 
 
Further on in the cross-examination the issue of whether Zuma knew of her sexual 
orientation was raised again. Whilst the prosecution once more attempted to get 
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Zuma to say he was aware of Khwezi’s sexuality, he remained adamant that he was 
unaware. 
De Beer: I put it to you that she was not interested in you because, number 
one, you were a father, a Malume figure to her and she is also of a lesbian 
orientation. 
Zuma: That is not true.  She did not discuss such things with me and she 
would not do what she did on that night.714  
Zuma was also cross examined about his attempts to silence Khwezi by getting two 
women to discuss with her mother the option of marriage – through lobola 
negotiations: 
De Beer: Well I put it to you that she was not interested in lobola even if it 
was mentioned but furthermore she is a lesbian and would not be interested 
in marrying you.715  
Whilst specific questions were raised to Zuma about Khwezi’s lesbian identity, the 
prosecution strategy, was, in the final analysis not effective and bordered on 
inefficient: the defense had already established issues around Khwezi’s lesbian 
identity and the prosecutions questioning and cross examination only helped to 
cement the defense arguments.  In hind sight it may have been a better strategy to 
explore Khwezi’s lesbian identity at the beginning of the trial, take ‘ownership’ of it 
and not have allowed the defense to have so successfully neutralise the issue. What 
is clear is that given the prosecution did not have the expertise and knowledge to 
deal with the issue of sexuality; they should have called expert testimony to 
strengthen their case.  In an interview with Khwezi the day after the judgment, she 
demonstrates how, if the prosecution had asked her the right questions, she would 
have been able to coherently articulate her own identity – and explain how her 
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lesbian identity is an emotional, social and political one. This would have been the 
best strategy of the prosecution – to allow Khwezi to speak for herself. 
 
8.2.3 The media 
 
The trial was closely covered by the media.  It is beyond the scope of this chapter 
to provide a detailed analysis of the extensive print and audio-visual national and 
international media coverage of the trial.  However, it is important to briefly 
mention the role of the media.   
 
Whilst some media was sympathetic, critical and analytical most were not, choosing 
highlighted the stereotypes about rape so prevalent in society.  In general, the 
media’s role in the trial in general was problematic: focusing on the sensational, 
stoking the myths about rape, and being insensitive.  The following two examples 
of reporting highlight the way the issue of Khwezi’s lesbian identity was dealt with, 
either in a neutral way,  
 
Zuma's accuser, who considers herself a lesbian, alleged that on November 2 
last year, the former deputy president raped her in the guest room of his 
Johannesburg home while she was staying overnight during a family crisis.716  
 
or in a insensitive way, 
Inside the court, Judge Willem van der Merwe allowed evidence detailing her 
turbulent psychological and sexual history, including earlier allegations of 
rape and lesbian affairs717.  
This is problematic on two levels, firstly there are inaccuracies in this statement, at 
no stage in the trial process where the so called ‘lesbian affairs’ discussed in any 
detail.  Khwezi simply stated that she had sexual relationships with men and 
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women.  Secondly the juxtaposition of allegations of rape and lesbian affairs and 
language such as turbulent psychological and sexual history, casts a negative light 
on her sexuality. There is a need to actively monitor media in its reporting of LGBTI 
issues and hold them to account for blatant homophobia. 
However, despite some negative reporting on the issue of Khwezi’s identity, it can 
be argued that the media coverage of the issue of sexuality was limited and had 
little impact:  in general the media chose to reflect what was happening in the court 
room and focus on other issues that were given more prominence. 
 
8.3   The Judgement 
 
For the women’s movement and those involved in addressing violence against 
women in general, the judgement was a huge disappointment, not only the finding 
of not guilty, but the fact that the judge could not even pronounce that the 
evidence led to ‘beyond reasonable doubt’. The judgement was instead a 
pronouncement on the complainant, highlighting the issue of her contested identity 
and became a vitriolic attack on the ‘victim’. There are also aspects of the 
judgement that are not a true reflection on the facts presented in the case.  
 
Moffat highlights the legal blurring of Khwezi’s sexual history and her previous 
history of sexual violence and how it was used to discredit her by an ‘aggressive’ 
defence strategy.   Khwezi’s history was used to suggest she was “unstable, 
emotional and disturbed and therefore could not be trusted”.718 The judgement 
certainly reflects the points from the defence’s case but the judge goes further to 
discount Khwezi’s identity and personality.  Her lesbianism was used as a 
contributing fact to her not being trusted (in that she admitted to having sexual 
relationships with men, and as such was defined at best as bisexual), but also 
because she was not trusted it was easy to discount her lesbian identity. This was 
clear in the judgement. The underlying subtext is that lesbians cannot be trusted. 
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“In many respects this is a unique case with unique features.  Instead of 
scaring off unfortunate rape victims it should have been pointed out and 
emphasised that unfortunate victims of rape will be treated differently 
because they are different from the complainant in this matter”.719  
 
Van der Merwe addressed on four separate occasions in his judgement, the issue of 
Khwezi’s sexual orientation: 
 
… “during the cross-examination of the accused it was on more than one 
occasion put to him that the complainant is a lesbian.  It is clear that the 
complainant is bi-sexual with a lesbian orientation.  She did not testify in 
chief that she is a lesbian orientated”. 720  
 
“Though she is not an out and out lesbian, the fact that she is inclined to 
lesbianism cannot be lost sight of”.721  
 
“It was put to the accused that the complainant is a lesbian.  I have earlier in 
the discussion of the complainants evidence referred to the fact that she is 
bisexual and that she regards her orientation as being lesbian.  From the 
evidence it cannot be said that the complainant is a lesbian and only a 
lesbian”.722  
 
“It may be asked why the complainant who is inclined to lesbianism would 
have had consensual sex with the accused.  The answer lies in the 
complainant’s history. The complainant regards herself as being bisexual but 
inclined to lesbianism.  She was prepared to have penetrative sex with men 
on various occasions but also as late as 1996, 1997 and 1998 according to 
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the evidence of Mpontshani.  According to the complainant herself she had 
sex with a male in July 2004”. 723 
 
The judge takes great pains to discount Khwezi’s sexuality as lesbian and label her 
as bisexual: he erroneously notes that she did not ‘testify in chief that she is of 
lesbian orientation’. At no point during the trial was Khwezi ever “questioned” about 
any experiences of being lesbian and her own self identification as lesbian: the 
pronouncement of her “bisexual” identity was made based on fact she had male 
lovers in the past, by both the defence team and the judge.  It was obvious that the 
key role players had little or no understanding of the complexities of sexuality, and 
the bearing that it had on the case.  All sexual identities are fluid and contextual; 
Judge Van der Merwe erred by both incorrectly positioning Khwezi and also defining 
her as a static sexual identity.    
 
The most insidious oppression faced by lesbians, and evident in this case, is the 
denial of existence.724  This invisibility is part of, and compounds, the heterosexism 
operating at a personal and social level. In many ways, during the trial, Khwezi’s 
lesbian identity was rendered invisible, acknowledged but denied and ridiculed. 
Judge van der Merwe consistently denied Khwezi’s identity and insisted that she 
had another identity. He denied her identities as a rape survivor, as a lesbian and 
focused on her strength as an assertive woman who ‘could have and should have 
protected herself’. 
 
The following extracts from an interview with Khwezi on the day after the 
judgment, by Dawn Cavanagh and Prudence Mabele of the One in Nine campaign 
highlights the impact of the judgment on Khwezi, and importantly allowed her to 
speak out about her feelings regarding the pronouncements about her sexuality.  It 
underscores her personal sense of power; despite all the efforts to undermine her 
she remained strong and powerful. 
                                      
723
 High Court of South Africa Witwatersrand Local Division Judgement 2005  p 170 -171 
724




“And then there are his pronouncements about my identity. Who I am. It is 
so strange to be sitting there like an onlooker, to hear someone telling you 
who you are. And none of it fits, is real for me. And here is this man telling 
me I am mad, unable to even know what is consensual and not; 
promiscuous, bisexual and not lesbian”.725  
 
Khwezi herself highlights many of the crucial issues implied in the homophobia 
displayed by the judge.  For example, the issue of identity is raised; who defines 
identity, on what grounds and how.  Furthermore the issue of lesbian as an identity 
for women who have sex with men, or who have had sex with men in the past is 
disputed in the judgment. 
 
“Ja, he questions my identity as a lesbian saying how can I call myself a 
lesbian when I had had sex with men. He reaches the conclusion that I am 
not a lesbian! He did this without asking me for the details about my identity 
as a lesbian. Well that is the nature of identity and this judge didn’t get that. 
He doesn’t begin to understand the complexity of sexuality. You live in this 
heterosexual society. You don’t see the options because that’s how society 
works. Then you are raped. And you think well if I am a lesbian, people are 
going to say I am a lesbian because I was raped and yes, I don’t want them 
to think that. So I have to show that this is not so. Anyway what was the 
relevance of my sexual identity in this judgment? This was not properly 
explained as far as I am concerned. Was it a matter of my credibility? I am 
saying something that is not true? Well how does what we know about sexual 
identity support the fact that I am a lesbian?”726  
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The issue of identity is complex; identities are constructed in a variety of ways 
according to what is seen as important in a particular context, and in this case is 
about what is different and not representative of the hegemonic position.  It is 
important to acknowledge that all forms of difference are not viewed as equal: one 
needs to understand various forms of oppression, understand the historical basis of 
such oppression, the practices of domination and the specific ways in which it 
intersects with other forms of oppression. The treatment of lesbian identity and 
experience in the trial reinforces the oppression of the LGBTI community, 
regardless of State policy. There is often, and most certainly in this case, a 
disjuncture between self identity and presumed identity.  It is not unusual for there 
to be a distinction between how an individual perceives herself to be and how she is 
defined by others.727  Furthermore, ones’ social identity, the identity ascribed by 
others, is often seen as the dominant identity, and holds more weight than ones’ 
own personal identity. The effects of this, evident in the trial, needs to be further 
researched. 
 
“The denial of same sex behaviour and identities by African political and 
cultural leadership makes life a struggle for authenticity and belonging for 
many same-sex attracted African people”.728    
 
It can be argued that van der Merwe, in his influential position as a judge, had a 
political and moral responsibility to tackle the issue of Khwezi’s sexuality in a 
thoughtful, sensitive and informed way. The judgment reflects that he failed to do 
so and instead propounded biased and uninformed views on sexuality. 
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“The full ire of civil society was invoked against an HIV positive young lesbian 
who had dared to lay a charge against the second-most powerful citizen in 
this country”.729   
 
This case was complex, whilst for many people the key aspects of the case were 
around the identity of the complainant – an HIV positive, young, lesbian, the 
defence strategy was to down play issues of identity, the prosecution did nothing to 
address the issue adequately and the judge blatantly denied the stated sexual 
identity of Khwezi.   It was also an extreme case of an attempt to seek justice by 
challenging a man in a very powerful position – demonstrating that internalised 
power / power within is important in enabling women to confront adversity. 
 
At no stage in the Zuma rape trial was it insinuated that the rape occurred because 
of Khwezi’s sexual orientation. However what happened in the courtroom around 
her sexual orientation can surely be labeled as ‘violence’. There is a need to 
challenge homophobia in the courtroom, and demand that the judiciary have an 
understanding of diversity and difference, or at the very least understand their 
limitations and consult expert testimony as they do on other issues. 
 
The impact of the trial and the judgement was felt beyond the experiences of 
Khwezi, after the verdict; “black lesbians in particular felt they had been marked 
out as fair game; that rape had been legitimised”.730  Lesbian rape is not 
uncommon in South Africa, and whether the rape survivor’s lesbian orientation is 
know or not to the rapist is not the central issue.  It is obvious that the justice and 
legal institutions have, in general, little understanding of the complexities of 
sexuality and are thus unable to deal adequately with the issues. The issue of the 
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rape survivor’s sexual orientation may be a key issue in the case, and the sensitive 
handling of the issue may be pivotal in getting the correct judgement.  
 
In the final analysis Khwezi’s act of defiance, utilising her power to challenge the 
more powerful had both negative and positive effects.  The personal affect of the 
rape, trial, judgement and the aftermath were immense: Khwezi now lives in exile 
in Europe and is fearful to return to South Africa, especially because of the death-
threats that she received.  The second negative outcome of the process was the 
belief that lesbian’s are ‘fair game’ for rape and abuse.  The judgement highlighted 
the many myths about rape, what women do before, during and after in a ‘proper 
rape’, the myth that a women can only get raped once and issues around sexuality 
and rape – especially bisexuality and lesbianism.   He concluded with the sentiment 
that Khwezi ‘got what she asked for’.   
 
On the other hand, the trial opened up the possibility for a resurgence of a women's 
movement, beyond the traditional violence against women's sector, throughout 
South Africa, as women and progressive men battled to come to terms with the 
judgement and its implications.  This highlights the power of individuals, backed by 
others in solidarity, to effect change and push forward various struggles. Rape is 
common in South Africa, yet this trial, given the complex dynamics of identity and 
power, provided a pivotal opportunity to mobilise and move forward the women's 
rights agendas, that are currently only paper rights, and not accessed by the 
majority of South African women, especially HIV positive lesbian women. 
 
Khewzi’s act of resistance demonstrated that one woman could fight powerful 
societal institutions and individuals and that other women (and men) would stand in 
solidarity.  The strength of Khwezi in laying a charge, going through the trial 
process and emerging afterwards, battered but still strong in her convictions points 




Chapter Nine: Power to: Local Action.  A feminist 




 “Women are facing a crisis that requires urgent attention.  The response to 
 HIV and AIDS must be two-fold: a short-term strategy that needs to, as 
 much as possible, reduce the spread of HIV amongst women and lessen the 
 impact of HIV and AIDS on women.  However the long term goal must be to  
 challenge the complexities and inequalities of power relations between men 
 and women in society leading to the transformation of society”.731   
 
The empowerment of women is seen as a critical element of resistance, and is a 
key step in the transformation of relationships of unequal power.  The power to 
resist and transform comes from a process whereby individuals shift from 
unconscious to conscious and from inaction to action.  Resistance can be an 
individual or a collective act.  Whilst many organisations working in HIV and AIDS 
focus on addressing immediate, short term needs, such as access to services that 
tackle practical needs, there are very few organisations that address the longer 
term and important goal of transformation. 
 
Unequal power is evident in different sites of struggle in women’s lives; the body as 
a fundamental site of struggle, the most basic level where women are oppressed, 
intimate relationships, the household, community, workplace and community.  It is 
important to note that transforming power relations can take place in any site of 
struggle depending on the woman’s ability to challenge the oppressions she faces.   
This chapter highlights the application of a feminist approach to HIV and AIDS by a 
National South African NGO, the Gender AIDS Forum.  My position in the 
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organisation enabled me to develop theories of power and put these theories into 
practice, to test the applicability of the conceptual framework that merges theories 
of vulnerability at three levels with an analysis of power as problem and solution. 
 
A background to the context of women and girls in South Africa which outlines the 
country response is provided.  The history, structure and strategic focus of GAF is 
presented.  The theory underlying the work of the organisation is discussed and an 
example is provided of practical application, the Women in Leadership programme. 
Critical challenges and key lessons learned are discussed. 
 
9.1 Context of women and AIDS in South Africa 
 
Prevalence rates vary within South Africa:  at 37.4%, HIV prevalence among 
antenatal clinic attendees in one of the nine provinces, KwaZulu-Natal is about 
three times higher than in the Western Cape, the province with the lowest 
prevalence.732  A slight decline in prevalence among teenage pregnant women aged 
between the 15 and 19 years has been offset by consistently high HIV levels among 
20 to 24 year-old pregnant women and rising levels among those aged 25 to 34 
age group.733  Because of South Africa’s relatively young AIDS epidemic and given 
current trends, AIDS deaths will continue to increase rapidly over the next five 
years at least; in short, the worst still lies ahead.734 
 
Women and girls in South Africa are faced with daily hardship on a physical, social, 
emotional and economic level. The unequal power relations between men and 
women are a key factor in the deepening impact of HIV and AIDS.  Since 1994, 
with the transition to democracy, progressive policies have been drafted over time 
to advance and improve the position of women and girls in the country.  Some 
women have benefited from policy change: for example, there are greater numbers 
of women in key institutions of democracy and in the private sector, increasing the 
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voice and visibility in the public arena.  However, the actual realities of most 
ordinary women’s lives have not improved significantly.  Given the context of HIV 
and AIDS, and an already massive burden of poverty, the status of women and girls 
is declining.  There is a possibility that gains made in terms of narrowing the gap 
between women and men, boys and girls will be eroded.  There are already 
examples of this happening, for example, the education of girls is being seen as 
less important than that of boys, with girls being kept out of school to care for sick 
and dying parents and relatives.735 
 
On the surface, South Africa is a middle-income country with a progressive 
Constitution that upholds the rights of women and girls.736  With a Gini Coefficient  
of 0.58 South Africa is located as one of the most unequal societies in the world.737 
Women’s rights were hard fought for during apartheid, and over and above the 
Constitution, mechanisms exist to promote gender equality, for example legislation,  
policies and institutions such as the Gender Commission.  For most women,  
however, such rights remain on paper – and the realities of women’s daily lives  
have not changed substantially; oppression on the basis of gender remains a factor  
of women’s life.  For example, despite changes in sexual and domestic violence  
legislation, there are extreme levels of violence against women in the country.   
Another example that underscores women’s reality is that since 1994 women have  
had legal access to termination of pregnancy, however, as noted previously, that  
women are rather opting for illegal termination than go through the clinic system  
which is judgemental and discriminatory.738  This backdrop of extreme inequality,  
based on gender and class is one of the key driving forces of HIV and AIDS in the  
country. 
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9.2 What is the response to women, HIV and AIDS in South Africa? 
 
The response to women, HIV and AIDS has spanned two decades, although the 
successes are less than apparent.  Some critical milestones in the South African 
response to dealing with women and/or gender and HIV and AIDS include:739 
 
1992:  First National Meeting on women and AIDS:  The Medical Research Council 
held a meeting focusing on women and AIDS From sexuality to sero-prevalence, 
from counselling to care.  This meeting consisted mainly of researchers and a few 
practitioners. The aim was to identify gaps and develop a research agenda.  The 
central theme was to understand women’s lives, especially to define where women 
have control as well as to analyse men’s power.  Although the meeting itself was 
challenging there was little evidence that participants integrated the findings into 
their work. 
 
1994: The NACOSA Plan:  Born out of an extensive provincial and national 
consultative process the National AIDS Convention of South Africa (NACOSA) Plan 
cited gender as a key principle in the response to HIV and AIDS and attempted to 
integrate or mainstream gender into the seven key strategies.  This plan was 
handed to the African National Congress (ANC) government in 1994 to implement.  
However, the plan was not implemented in its entirety and certain critical principles 
and strategies, such as gender were lost. 
 
1997: The National Review of the response to HIV and AIDS in South Africa - 
gender as after thought:  The Department of Health commissioned review was 
conducted by the MRC and involved teams of international ‘experts’, national and 
local government and non-governmental role players and people living with HIV 
and AIDS visiting all 9 provinces to assess the response to date.  The teams came 
up with critical challenges but gender as an issue was not reflected.  As a gender 
consultant to the Department of Health I was requested to write a ‘one page’ 
review once the five hundred page report was completed.  
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South African AIDS organisations and government are increasingly committed to 
‘do something about gender’, whilst women’s and gender organisations are 
addressing HIV and AIDS as a key issue for their constituencies.740   The HIV and 
AIDS epidemics in South Africa demand a comprehensive, innovative coordinated 
response: civil society and government are both important players in the response 
to HIV and AIDS.  Over the years the number of NGO’s and CBO’s specifically 
fighting HIV and AIDS has mushroomed.  Many CBO’s have been established and 
are led by women, but do not necessarily have a women-focused agenda.  The 
agenda of most organisations focus on women’s practical needs filling the service 
delivery gaps that the health sector does not fulfil.  This typically includes home 
based care, counselling and support groups.  As noted, most women engaging in 
such services do so in a voluntary capacity.  Anecdotal evidence suggests that often 
it is poor women providing services to poor men, women and children, and that 
women volunteers are getting even poorer through sharing what little they have 
with people they assess to be more in need than they are.  Women volunteers often 
spend many hours every day providing care and support.  More traditional NGO’s 
also play a role in service delivery, and they also engage in capacity building, and 
or research, and or advocacy to varying degrees.741  
 
 AIDS organisations specifically implement ‘traditional’ HIV and AIDS programmes 
that fall along the prevention, care, treatment and support continuum.  Such 
programmes may or may not have a women focus.  Even those that do focus on 
women may not necessarily have a women’s rights focus and could entrench 
gender stereotypes.  For example, home based care projects do little to challenge 
the gender division of labour. 
 
Another approach to HIV and AIDS is to address either the structural issues facing 
women that increase vulnerability, or to focus on specific issues facing women, such 
as sexual and reproductive rights and health, violence against women or access to 
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education.  Some organisations address the structural factors whilst focusing on 
specific issues. 
 
Government’s response in to HIV and AIDS is articulated in the National AIDS 
Strategic Plan 2007 – 2011.742  Women are noted as a specific vulnerable group in 
the strategy, due to their biological, economic, social and cultural vulnerability.  
Women’s role in relation to ‘community-based HIV and AIDS activities’ is 
acknowledged, with special mention made of women’s role in care.  There is also 
some mention made of women needing to be the targets of prevention and 
mitigation strategies.743  One of the guiding principles refers to women: 
 
“Promoting equality for women and girls:  …. Recognize the particular 
vulnerability for women and girls to HIV and AIDS and its social impact.  It 
commits to prioritising interventions focusing on the causes of gender 
inequality and the horrific impact that HIV has on many women and girls”.744  
 
However, when analyzing the implementation plan it is gender neutral, and only 
two out of eighteen goals are specifically directed at women: 
 
Goal Seven:  Address the special needs of women and children.745   
 
Goal Eighteen:  Mobilise society to respect and protect human rights of 
women and girls, including those with disabilities, to eradicate gender based 
violence and advance equality in sexual relationships746  
 
Goal seven is problematic in that it links women and girls as if their special needs 
are the same.  Goals seven and eighteen are obviously an attempt to address the 
impact of HIV and AIDS on women.  However an analysis of the objectives, 
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activities and indicators outlined in the work plan, reveals that the focus on women 
and the strategies employed become more and more hazy and it is difficult to 
imagine that the activities proposed will do anything to advance women’s rights.   
 
9.3 Case Study: GAF – a feminist response to HIV and AIDS 
 
In 1998, Agenda, a South African feminist journal, was approached by JOHAP to 
produce an edition of the journal highlighting the critical gender issues in relation to 
HIV and AIDS.  The outcomes of this partnership included the identification of 
gender issues driving the HIV and AIDS epidemic, a South African analysis of the 
epidemic focusing on women, and the birth of GAF to take forward the learning and 
ensure that women’s, gender and  AIDS organisations work together.  The edition 
of Agenda raised many important issues and challenges.  These challenges were 
aimed at government and civil society and were an attempt to get organisations to 
take seriously the threat of HIV and to see HIV as a crisis for women. 
 
An interim committee was formed at the launch of the Agenda journal, AIDS. 
Counting the Cost.  It was the vision of the seventy provincial and national 
organisations present at the launch, that the committee function under the auspices 
of Agenda.  The mandate of the committee was to conduct an audit on the extent 
to which women / gender organisations were engaging with HIV and AIDS, and also 
to determine whether  and HIV and AIDS organisations were engaging with gender. 
The committee was asked to conduct a needs analysis and develop a plan of action 
for meeting these needs. 
 
During 1999 both the audit and the needs analysis were carried out. Organisations 
expressed the need for help and support in working out how to integrate gender 
and AIDS respectively.  At the end of the six month period the committee met and 
decided that an organisation should be tasked to take forward the needs identified.  
As Agenda could not take this on it was decided that a new organisation be formed 




Funding was given by JOHAP to implement a gender mainstreaming capacity 
building process.  GAF began to explore how organisations could be supported to 
respond more effectively to HIV and AIDS through integrating gender, and to 
gender through integrating HIV and AIDS.  The capacity building programme was 
implemented from 1999 to 2002.  Much of the work of GAF was shaped and 
informed by the board and contracted out to consultants to implement. 
 
Critical issues emerged from the training and capacity building.  Firstly, the 
relevance of a gender mainstreaming approach was questioned and the importance 
of starting with personal issues before moving to organisational gender 
mainstreaming was highlighted.   Furthermore, the usefulness of gender analysis 
and planning frameworks and tools were debated, given that such approaches did 
not lead to the changes that were expected and desired.  It was noted that the 
participants had not been through sufficient personal consciousness raising in order 
to ensure a sustained commitment to using the tools. There was also an issue on 
relying on tools which were not developed for the South African context and were 
not HIV and AIDS specific.    
 
In 2002, GAF reviewed its progress, critically reflecting on its learnings and the 
impact of its activities up to that point. The outcome was a decision to place women 
at the centre of its gender and HIV and AIDS focus and to implement this decision 
through the empowerment of women as activists and actors with agency, rather 
than as powerless victims.  A key strategy that had hitherto been implicit became 
more clearly articulated: the personal empowerment of women with the goal of 
affirming and asserting women’s autonomy.  Based on these decisions GAF began 
to develop new ways of thinking about the solution to the problem of gender power 
as it relates to HIV and AIDS.747 
 
After the review of the mainstreaming work, GAF needed to develop a more 
effective approach of how to ensure that gender was effectively tackled.  This 
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involved asking specific questions regarding the process of building gender 
activists.  Through a one year process of reflection, implementation and re-
reflection to consider the question of what it takes to ensure meaningful, committed 
and sustained gendered responses three core principles evolved: 
 
 Focusing on power as central to inequality was critical,  
 The starting point of any work should highlight the personal and what that 
means, 
 There was a need to identify ways to link the personal to the political context 
of HIV and AIDS and gender.748  
 
9.3.1 Beliefs underpinning the work of GAF 
 
The mission of GAF is to effect change and transform society The ultimate goal is 
the transformation of gender power relations in all sites of struggle.  GAF’s 
approach is based on feminist models and the organisation has tried to ensure that 
internal and external processes as well as the work done is holistic and is informed 
by feminist theory and principles.  In fact, as an organisation, GAF is very aware of 
the method being as important as the process.  
 
“The future of HIV and AIDS prevention will depend on the ability to 
understand, at the deepest possible level, the nature of individual and 
collective vulnerability to HIV and AIDS”.749  
 
GAF used, as a starting point, the model developed by Mann and Tarantola, 
previously discussed,  which highlights three levels of separate but interconnected 
vulnerability: social, programmatic and personal, and developed it to include 
gender issues.  The fundamental cause of women’s vulnerability was problematised 
as oppression and inequality.  The Mann and Tarantola model focuses on the 
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individual in the context of societal and programmatic issues that impact on or 
create and deepen vulnerability.   
 
GAF believe that women are not powerless and that change is both possible and 
necessary.  Given that one of the core principles is power as a central concept to 
understand oppression and liberation, the change the organisation wishes to 
influence is the distribution and experience of power.   The model of change and 
empowerment used is based on that developed by Young.750  Four critical parts to 
enabling change and transformation are identified: access to information, 
conciseness raising, solidarity and collective action.  These four actions are central 
to the programmes at GAF and form the basis of the Women in Leadership [WIL] 
programme.751 
 
9.3.2 Addressing power 
 
The immediate presenting problems, facing organisations involved in HIV and AIDS 
reflects the realities of women’s lives.  GAF’s understanding and articulation of the 
core problem is that women and men are not equal in society.  Men have power 
over women, both on a broader political level as well as in the home, family, 
workplace and in sexual relationships.  The power imbalance ensures that men are 
more privileged than women, have more and greater opportunities, have access to 
and control most of the resources, are in decision making and leadership positions, 
their time is valued more and so on.  Men’s power over is often enforced through 
violence or the threat of violence against women as well as the stated or un-stated 
threat of withholding resources, recognition or support.752  In this context of men’s 
power over women, oppression leads to inequality, which leads to women being 
dependant on men, and this leads to an inability by women to take charge of their 
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own health and well-being and to protect themselves from HIV. This creates deeper 
vulnerability to HIV and AIDS.753 
 
A critical challenge facing GAF was defining who to work with.  A key decision made 
in 2003 was to place ‘women at the centre’ of the response.  Deciding who to 
prioritise was made on the basis of GAF’s understanding of the problem, seeing 
gender oppression as the fundamental cause of HIV and AIDS and other social 
problems.754  This has been in the face of increasing pressure and shift for 
organisations to work with men as the site of power.  GAF believe that working with 
men alone, or even with women, is not enough and that true empowerment and 
transformation will only happen through the conscientisation of and collective action 
by women. GAF focus on gender oppression as an entry point – by using 
methodologies that focus on the lived realities of women’s lives other oppressions 
and identities become evident and exploration of these other oppressions is 
encouraged.   
 
GAF believe that lack of access to power is at the centre of women and girls 
vulnerability to HIV and AIDS.  Women need to empower themselves, reinvent 
power and transform society.  The HIV and AIDS epidemics clearly flourish in the 
context of power dynamics that oppress women and add to their vulnerability.  The 
challenge is to change or transform society to create a context where women have 
equal power and both women and men are less vulnerable.  GAF’s overall aims are 
to firstly address the root causes, that is identifying and challenge the ‘structural’ 
causes of women’s oppression and secondly to address the short term goals or 
practical interests that will make some difference to the lives of individual women.  
 
GAF has three key programmes, empowerment, advocacy and knowledge creation.  
The programmes are linked; they aim to provide a personal process of 
empowerment and work towards action against oppression of women.   The 
organisation has adopted a women centred, consultative, rights based approach to 
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advocacy and knowledge creation.755  The work of the organisation is substantial 
and complex: for the purposes of this research the women in leadership project of 
the empowerment programme is analysed as it best describes the practical 




The aim of the empowerment programme is to build consciousness and skills in 
women to confront and address issues of power, gender inequality and oppression, 
and access rights including the including sexual and reproductive rights.  A key 
project of the empowerment programme is the WIL programme.  Working with 
grassroots women, the aim of the programme is to empower grassroots women to 
begin to challenge oppression within their intimate relationships, households, 
workplace communities, and society.  The programme consists of three phases: 
phase one, The Personal is Political, phase two, Personal Power, phase three, 
Putting the Political into Practice.   The WIL programme takes a closer look at the 
different positive types of power and ensures that women are able to access the 
power within, power with and the power to transform their own lives and transform 
society through collective action.  Focusing on positive power the programme is 
designed to assist women to dismantle or challenge the oppressive and destructive 
power over in their lives.756 
 
Underpinning the design of the WIL process is Young’s757 model of empowerment, 
this includes increasing women’s access to knowledge through information and 
building analytical skills, for example, encouraging women to read newspapers and 
analyse the contents using a gendered lens.  The next step is to raise 
consciousness through getting women to reflect on and share their own life 
experiences in a way that validates personal experiences whilst at the same time 
politicising them.  Women are encouraged to think of ways that they can change 
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their current situation.  Building solidarity is the next phase, both as a group, as 
well as linking in with other women’s organisations.  Collective action is the final 
step, for example, the WIL group were an integral part of the solidarity and support 
that took place on the pavements outside the courts when the Jacob Zuma trial was 
on. 
 
Participation in the WIL process is based on a written motivation to GAF outlining 
the reasons for wanting to participate, understandings of gender oppression and 
ideas of how participation in WIL will impact on the community.  Each group chosen 
is diverse in terms of race, class, education levels, religion, age, sexual orientation, 
HIV status and relationship status which allows for varied range of experiences and 
enriches the discussions.758  The underlying premise of the processes is capacity 
building.  Women’s own experiences are used as a starting point to understand 
gender oppression, links to other oppressions based on race, class, sexual 
orientation and to determine a common political agenda.   
 
A variety of participatory, empowering methods are used, including: group 
discussion, individual research into own histories, storytelling and drawing.  
Participants are encouraged to observe and engage with other women of different 
generations and identities in their lives and to read around these issues to broaden 
and deepen their thinking and reflection.  Once personal experiences have been 
explored, the facilitator introduces a conceptual framework, building on the groups 
understanding of power, within which to locate realities of people’s lives.  The group 
then identify the political issues – taking into account women and HIV and AIDS.759 
 
According to GAF’s Strategic Plan:  
 
“Strategies for empowerment cannot be taken out of context, including the 
historical context that created male oppression of women as well as the 
current processes that sustain such oppression and vulnerability to HIV and 
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AIDS. This view of empowerment implies collective, not individual 
empowerment”.760  
 
Applying this approach, the WIL programme therefore does not offer welfare relief, 
or the technical training, that is sometimes associated with development 
interventions. The circumstances faced by women are not seen as beyond their 
control, nor are women seen as lacking education or resources. The goal is 
therefore not to provide technical skills to increase production.  Instead the WIL 
programme posits that women can immediately bring about unaided positive 
change in any site of struggle or personal situation through an intensive process of 
conscientisation. The immediate outcome GAF seeks through WIL is a reduction in 
women’s vulnerability to HIV and AIDS, but the systemic longer-term outcome is a 
transformation of the structural relationships that make women most vulnerable to 
HIV and AIDS.761 
 
How is change measured? 
 
The key aim of the WIL is to effect positive change in all aspects of women’s lives.  
As a learning organisation, the Gender AIDS Forum has mechanisms in place to 
assess the impact of their work and through these processes review what has been 
done, identify any changes, and explain why change has happened.  Discussions on 
these questions add to the underpinning theory and learnings are integrated into 
programme design and planning.  GAF staff state that it is important for the 
organisation to know that what they are doing actually works and that it leads to 
change and that transformation occurs.762  GAF have developed a set of “changes” 
that reflect personal consciousness and empowerment.  Success is viewed by any 
demonstration, indication and expression of change in staff, board, volunteers and 
participants that relate to transformatory processes.  These processes include:763  
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 Seeing a structural basis for personal and individual problems, conditions, 
circumstances. 
 Feeling a sense of anger and awakening to power information, issues and 
knowledge. 
 Acknowledging and taking appropriate responsibility the perpetuation of 
gender and other inequalities. 
 Knowing others share experiences and feeling a sense of solidarity with 
others. 
 Confronting power at a personal and institutional level. 
 Envisioning and believing that change is possible.764  
 
Over and above the regular internal review processes that form part of GAF as a 
learning organisation, two evaluations have been done, both by external 
consultants: a specific GAF initiated WIL evaluation in 2005 and a donor initiated 
evaluation of the impact of the organisation, including WIL, carried out in 2006.  
Both evaluators found the WIL programme to be highly effective in empowering 
women and getting them to change their own lives.  Furthermore an article by 
Mthetwa-Sommers, based on a focus group with some WIL participants, noted 
“GAF’s leadership training programme achieved its objective to equip grassroots 
leaders with leadership skills”.765 
 
Specific questions explored in the donor evaluation were outlined in the terms of 
reference prepared by the organisation; these questions are indicative of how the 
organisation views its work in change and transformation:766 
 
What significant changes have occurred in women’s lives and to what 
extent are these likely to be sustained? 
What changes have women made in the different sites of struggle? 
                                      
764
 Tallis, V.  and Cavanagh, D. 2004. 
765
 Mthetwa-Sommers, S. 2005. p 65 
766
 Gender AIDS Forum 2006.  p3 
269 
 
How do women explain the change? 
What have been the positive and negative consequences of the change? 
 
How effectively have women most affected been an integral part of 
and benefited from the programmes? 
What has been the involvement of women, specifically marginalised women 
in the programmes? 
What has been the involvement of women living with HIV in the 
 organisation? 
What have been the benefits for women who have participated in the 
 organisation? 
 
Interviews were conducted with women who participated in the WIL programme 
during 2005 and 2006 to assess the impact of the programme on women’s lives. 
Women interviewed highlighted a series of changes in their different sites of 
struggle, for example, the household, workplace, body, organisation and in the 
community.  In general, the donor evaluation found that GAF had impacted on the 
response to HIV and AIDS through:767 
 
 Raising the level of awareness of the gendered nature of HIV and AIDS, 
across civil society organisations. 
 Advocacy that has influenced national policy makers to consider strategies to 
prevent and not only treat HIV and AIDS. 
 Locating HIV and AIDS as a political process of addressing sexuality and 
gender power. 
 Promoting the need to work with various forms of inequality whilst focusing 
on gender power, including issues of class, race and sexual orientation and to 
affirm and advance the rights of marginalised people, especially those who 
are marginalised because they are seen to be in violation of the norms of 
mainstream society. 
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Specifically in relation to the Women in Leadership programme, the donor 
evaluation found that GAF’s programmes have empowered a significant number of 
grassroots women, for example, members of community based HIV and AIDS 
support groups, to make changes in their lives that have reduced their vulnerability 
to HIV and AIDS.768   Women interviewed noted that they have become critical 
thinkers and ‘question before agreeing to anything’.769 They can now see and 
challenge gender oppression in their lives.770  The evaluator noted 
 
“I consistently heard stories from participants of how they had brought 
change to their intimate relationships; how they had taken action in their 
communities as a result of the insights derived from WIL; and how they 
participated in collective action, such as the One in Nine demonstrations that 
occurred during the duration of the course”.771 
 
Voices from the women of WIL illustrate this: 
 
“WIL has raised my consciousness and I am able to articulate the issues and 
make changes in my life”.772 
 
The anecdotal evidence gathered from the interviews on the impact of WIL was rich 
with examples of actual personal change. The evaluation noted that it was clear 
that WIL has had observable impact at four of the five sites of struggle on which 
the programme intends to impact: the body, intimate relationships, household and 
community.773 However, to make a causal link between the WIL programme and 
societal change is too difficult to prove at this stage. 
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The following examples of change were articulated by the women interviewed in the 
evaluation process and are grouped under the different sites of struggle 
 
 
Body as a site of struggle: 
 
The body as a site of struggle is often the most difficult site to effect change, 
especially getting women to accept and take ownership of their bodies, in a societal 
and cultural context where issues about women’s bodies are so political.   
 
“They taught us all about our bodies and how we can respect them. They 
gave us a mirror to look at our vagina. When I was growing up I was told this 
is the bit you wash for your man. But on the course they said ‘It’s for you! 
You must love it.’ I really liked that. Now I know my body is mine to respect 
and take care of.”774 
 
Women’s bodies, more than anything are viewed in terms of male ownership and 
male desire on the one hand and as baby producing machines on the other.  When 
women are able to articulate and understand this they are able to move on and 
experience greater bodily autonomy. 
 
Intimate relationships as a site of struggle: 
  
Intimate relationships represent the site of struggle in which women are most 
aware of their oppression and often most unhappy.  It is however not necessarily 
easy to shift patterns of power in intimate relationships.   
 
  “From phase one as soon as I went back home, I said, ‘This is what I don’t 
 like’.”775 
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“Now I say to men, ‘I didn’t grow up with a penis, I can get another one. If 
you want to be with me – wear a condom. This HIV is all around.’”776 
 
“Now I know the limits. There’s been a big transformation – I didn’t realise I 
was oppressed by my husband. We love each other more now – we just talk. 
I have now got time for myself.”777 
 
The WIL programme builds personal power and a sense of self-worth that enables 
women to take control of their lives.  In feedback sessions during the three phases 
most of the women could relate change they had made in their intimate 
relationships.  The changes differed in significance, from one woman getting her 
husband to make her a cup of tea when she gets home to work, to being more 
assertive about sexual rights. However, the feelings of taking power and control 
were evident in the women regardless of the significance of the change they 
affected.778 
 
Community as a site of struggle 
 
Women who attended the WIL programme were already in leadership positions in 
the community, either in CBO’s or in support groups.  However, the WIL 
programme enhanced their position and instilled a set of beliefs that enabled them 
to effect greater change.   
 
 “Once you become aware of your rights, it is easier to tell the next woman: 
 ‘You can do it!’  On the course I experienced other women who are having 
 the same experience – women oppression. I’m the Secretary of the national 
 AIDS organisation in my region. Nobody was talking about our oppression. 
 Now the war is on!”779 
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 “It is somehow hard to influence everyone in the community but the fact that 
 I was able to establish a focus group for lesbians shows that I am able to 
 implement the knowledge I have gained from GAF”780 
 
 “Before I would suggest that the women stays with her husband and tries to 
 work things out nicely.  After Phase 1 I realized that isn’t good enough. I 
 accompanied a woman to the police station where she had been five times 
 for protection against her husband. By that stage he was beating her with a 
 gun. I told them about women’s rights and Protection Orders. They went with 
 us and now she has a protection order and they took the gun away.  I’ve 
 since met with the MEC for Safety and Security in our province and proposed 
 a Women and Police Indaba. There is now agreement.”781 
 
It is clear from the quotes above that the women developed a strong gendered 
and/or feminist consciousness that enabled them to challenge gender oppression, 
that is, using power to resist. 
 
In short, at the level of the individual impact on grassroots women, their 
households and communities, WIL participants are able to clearly articulate its 
impact. They are able to provide examples of how their attitudes towards their 
bodies have changed and how they are more able to assert their rights.   Women 
spoke of how they have either left abusive intimate relationships or have improved 
their own quality of life within their intimate relationship, how they have refrained 
from colluding in undermining other women, how they have incorporated the WIL 
knowledge into their own workshops with women and how they have challenged 
oppressive workplace situations and dealt with the backlash. 782 
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After their experience in tackling HIV and AIDS and challenging gender oppression 
GAF staff are well aware of the difficulties organisations face in making a difference, 
and getting to the root of the problem.  Whilst as an organisation they have clearly 
witnessed change through the work they do, the overall global picture is one of 
increased infections, emerging epidemics and too women who are able to access 
their rights.783 
 
GAF’s agenda for action addresses the layers of oppression experienced by women.  
Three critical lessons are clear in assessing the response of the organisation; the 
importance of conceptualising the problem of power, ensuring that women and 
others participating can understand and confront power over and ensuring that 
values and organisational culture inform, and is informed by, what the organisation 
does.  The experiences of GAF have created sets of linked understandings, 
knowledge and assumptions which represent some of the major positions that guide 
both organisational culture and programmes784.   
 
Oppressive power is at the root of the problem and leads to a world where 
inequality is the norm and inequality privileges the minority at the expense of the 
majority.   Gender oppression is deeply entrenched and embedded in society 
through societal arrangements like the family, household, education system 
(including the media and the socialisation process), religion, culture and sport.  
Change cannot take place unless women believe that it is both possible and 
necessary, that is, it is felt and personal.  The starting point is consciousness as a 
state in constant development and evolution; when personal problems are linked to 
structural arrangements of power in society.  Whilst gender transformation is the 
point of entry, one cannot ignore other oppressions such as race, class, sexual 
orientation and/or HIV status. 
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Based on the internal and external evaluations it is clear that the WIL process leads 
to visible and demonstrated changes in women and their lives.  Indicators include 
the way participants articulate their positions and viewpoints, and the way they 
engage and participate in processes. 785  The WIL processes show that subverting 
power is possible, and women are able to be conscientised to understand and 
politicise male domination and act on that to improve their lives. 
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HIV and AIDS have disproportionately affected women and girls, and yet there has 
been relatively little success in reducing vulnerability to, and mitigating the impact 
of, the pandemics.  It is vital to understand the factors that drive women’s 
increasing susceptibility to infection, as well as to analyse the impact that HIV and 
AIDS is having on individuals, households, communities and society in order to 
ensure effective responses.   In real terms this means that gender inequality must 
be seen as a driving force in women’s oppression, which impacts on the 
vulnerability of women to HIV as well as increases the impact of HIV and AIDS on 
the lives of women and girls.   As noted previously, there is a fairly sophisticated 
analysis of the factors driving the pandemics, and why women are vulnerable, not 
only in regions where they have the highest burden of infection, but also in regions 
where men are in the majority of those infected.   
 
What has not been done sufficiently, and is the crux of this research, is to translate 
understanding of the pandemics into solutions: to develop responses to the 
pandemics that are mindful of the complexities of the HIV and AIDS pandemics and 
that address women’s position and condition.   A key aim of this research was to 
add to theories of power, specifically to identify ways in which subverting power can 
be instrumental in reducing women’s vulnerabilities, and assist in improving 
women’s lives, that is, the knowledge produced should be transferable so that it 
can be translated into political agendas, actions and inform specific areas for policy 
change that will benefit women. 
 
This research asserts that confronting power is an appropriate and necessary 
strategy to reducing women's vulnerability to the impact of HIV and AIDS.   Power 
is a process, which takes different forms:  some forms of power are negative and 
impact on the realities of women’s lives, increasing risk and vulnerability and 
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providing the structural conditions where women and oppressed.  Some forms of 
power are positive and empowering.  A key question is how can power be 
challenged and subverted to reduce the structural, societal and personal 
circumstances of women in order to lessen vulnerability to HIV specifically and 
generally improve conditions and position of women’s lives.   The case studies 
presented illustrate how in different ways and on different levels power can be re-
channelled and re-claimed to empower and transform.  Figure 10.1 shows the 
relationship between power as problem, power as solution. 
 




Power as problem or domination is manifested through patriarchy and is maintained 
through gender oppression and marginalisation.  Patriarchy is very clearly linked to 
the three types of vulnerability which in turn drive the pandemics. This was clear in 
the case studies which demonstrated how power over at a macro or societal level 
reflected in the realities of women’s lives through systematic violation of rights, on-
going violence, poverty and inequality that fuel HIV and AIDS.  Furthermore, power 
over may happen at a micro-level or individual level in intimate relationships and a 
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woman’s personal situation may make her more or less vulnerable.  Power over at 
a programmatic level was demonstrated in the relationship between donor and 
grantee, and whilst in some cases such power over may be trying to influence more 
admirable agenda’s such as the need for a gendered approach, the way the power 
is exerted can be problematic. 
 
The case studies also provide different examples of how power can be subverted to 
lead to empowerment and transformation, which in turn reduce women’s 
vulnerability, that is, power as solution.  Reclaiming power is possible in different 
sites of struggle, for example, bodily autonomy, intimate relationships, the 
household, the community and the workplace.  Resistance or power to can be 
achieved either individually, collectively or a combination of both.   
 
In the case studies it is clear that a personal conscientisation process is vital for 
women to shift the gendered power relationships they experience.  Once women 
have tapped into the power within they are then able to resist oppression.  
Challenging rape through the male dominated judiciary system is an extreme 
example of resistance, however, smaller acts of resistance as demonstrated by the 
women who underwent the GAF WIL process are just as important.  Acts of 
resistance tend to be cumulative, and women become more and more empowered.  
Whilst women can subvert power in their individual circumstances and 
relationships, with larger structural problems there is a need to work in solidarity to 
effect change.  Social movements, through sustained and planned activism, can 
subvert power over. 
 
10.1 The impact of addressing power to effect change 
 
In keeping with feminist theory, the case studies demonstrate that women are not 
powerless but instead have the potential to make changes in their lives, or at the 
very least to fight for changes in their lives.  It is important to look at the realities 
of individual women; individual circumstances make change and transformation 
more or less difficult.  Placing women as powerless victims further marginalises 
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them, but it is also important to realise that women’s lives are filled with struggles 
and accessing power for some women may require great sacrifice and negative 
consequences.  Figure 10.2 depicts the elements of power as solution discussed in 
this thesis. 
 
Figure 10.2 Power as solution 
 
 
Resistance can occur both within structures as well as outside structures.  For 
example, some of the WIL participants worked in a well know South African AIDS 
organisation that despite its progressive nature had un-progressive policies and 
practices around women.   The leadership was male dominated and there were 
increasing incidents of sexual harassment in the workplace.786 After attending WIL 
women went back to the organisation and started a process of addressing gender 
issues, including developing a gender policy.  Sometimes it is impossible to work 
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within structures and resistance occurs from the margins.  This is demonstrated by 
the litigation around the forced sterilisation of women living with HIV.  
 
Transformation through the power to or resistance involves extending the power 
within to move from consciousness towards collective action in the form of activism 
and advocacy is empowerment in action.  Women can, through a deeper level of 
empowerment, act individually and collectively, to challenge the thing that oppress, 
take away dignity and result in gender and other forms of inequality.   The 
methodology employed by GAF proves that such consciousness does lead to 
empowerment and can lead to change at many levels, individually and collectively. 
 
The power within refers to empowerment processes by which women channel their 
consciousness, into being able to and acting on, the assertion of their rights.  The 
power within is ability to see the invisible, for example patriarchy, which impact so 
strongly on daily realities.  The case study on the Jacob Zuma rape trial highlighted 
the barriers, experiences and positive implications of harnessing and utilising power 
to challenge patriarchy using the very systems set up to maintain and perpetuate 
gender oppression. 
 
Transformation through the power with comes from mobilising together on a 
common agenda, organising collectively, building relationships and partnerships, 
and developing a culture where values of dignity, equality and freedom are lived 
and finding ways to interpret our values into how we live as women and men. 
Power with confirms that women in general, and specific women in particular are 
abused, marginalized or oppressed but that through solidarity, the strength of 
numbers changes can be made. 
 
The women’s movement in general was slow to respond to HIV and AIDS; thus 
women most affected were compelled to act.  Through coming together around 
identity and issues they were able to identifying that their problems were not on 
any agenda, and were galvanised into action.  Working in solidarity, the power 
with, can effect great change, and be very effective.  However, as the two case 
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studies show, such activism takes time, for example, advocating merely for the 
concept of women’s prevention technologies took years.  Addressing an issue such 
as forced sterilisation through litigation and activism is likely to take years, the 
benefits though will impact on the individual women litigants, HIV positive women 
in general in South Africa and Namibia and have an impact on the region as a 
whole. 
 
Transformation includes radical and fundamental change at personal, relationship, 
community and societal levels, addressing the systems, mechanisms, policies and 
practices that are needed to support such genuine change.  The focus of 
transforming society is ending all forms of oppression.  Transformation is a long 
process.  Whilst in the short term transformation of individual relationships is 
possible transformation of society remains a long term goal. 
 
Empowerment can be approached in two ways; either through grassroots 
initiatives, that is, working with individual women and groups to affect personal and 
collective empowerment.  Collectives of sex workers, women living with HIV, 
survivors of trafficking are examples of this.  Secondly, through creating an 
enabling environment (through activism, advocacy, legislation etc) which can 
positively impact ‘on the realities of women’s lives’.  This requires working with 
existing treaties and conventions, developing policy where there is a vacuum and 
constantly monitoring the implementation of the policies and conventions that exist.  
The case studies presented address power through both these ways and 
demonstrate the power of the grassroots, the collective and of solidarity. 
 
AIDS must be seen in the context of women’s oppression.  A feminist response to 
AIDS must challenge medical, social and political assumptions made about the 
disease and its impact on women. It must provide a theoretical framework for a 
deeper understanding of women’s position in the HIV and AIDS crisis.  
Furthermore, it must address sexuality as a central concern.787  The 
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interrelationship between HIV and women provides information for both gender 
theory and practice.788  The multiple issues of women and HIV and AIDS “disturb 
accepted ideas and pose challenges to theory and activism” 789   The focus must be 
on how HIV and AIDS affects women specifically but also how women’s position in 
society influences risk and experiences of HIV and AIDS. 
 
The current response to HIV and AIDS is to look for evidence based programmes 
that can be scaled-up and that will make the most possible impact; the bulk of HIV 
and AIDS funding will be directed to what researchers have shown ‘works’.  Power 
and structural transformation are not necessarily part of these debates; and 
alternative responses, challenging women’s oppression are not likely to get funding, 
especially in the challenging global economic crisis.  Feminist and women’s rights 
activists have work to do to influence this agenda. 
 
10.3 Putting the theory into practice 
 
The case studies show that resistance is possible and in many different ways 
women are challenging their oppression and its link to HIV and AIDS.  The image of 
women in HIV and AIDS is often negative; victim, vector of transmission, 
powerless.  The case studies do not always show profound transformation; 
however, what is evident in the case studies is the potential to resist, individually 
and collectively.   
 
There is diversity in women’s resistance, around the issues tackled, the method of 
engagement and the site of struggle chosen. The case studies are important in that 
they provide us with stories of hope, show that women are not powerless, provide 
examples of success and highlight key lessons that will help in the future.     
  
The personal is political is a useful starting point to raise consciousness, or build 
power within.  Consciousness raising can be facilitated; the GAF example shows 
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that women can be taken through a process to understand and want to act in their 
oppression.  A raised consciousness is an indicator for action, and is the first step to 
empowerment.  The women whose lives and experiences of activism have been 
captured in this thesis all have heightened consciousness about their own 
oppressions and an imperative to act to improve their own situation as well as that 
of other women.  
 
Women’s oppression is so pervasive that change made in any site of struggle can 
be effective.  As shown even small acts of resistance can effect change, especially 
at the level of intimate relations and the household.  Resistance has cumulative 
effects, and as demonstrated by the WIL programme may intensify with time.   
Furthermore, the act of resistance, in and of itself, is empowering regardless of the 
conclusion.  Whilst the outcome of the Jacob Zuma rape trial was a disappointment 
the activism around the trial has led to an upsurge in activism around violence 
against women.  The trial also demonstrated that individual women can and do 
make a difference 
 
The case studies demonstrate that working effectively to subvert power is process 
and transformation is a long term goal.  For example, for ICW SA to reach the point 
of litigation around forced sterilisations has taken ten years, and in some ways the 
battle has just begun.  Likewise, work to address the structural effects of trafficking 
is in its infancy, yet gains have been made.  It is important to acknowledge and 
celebrate victories, however small.  Raising awareness about different forms of 
women’s oppression in society is an important first step, and one that make take 
years to achieve. 
 
In conclusion, the conceptual framework, power as problem, power as solution 
developed out of the research process provides an agenda for effectively tackling 
the structural aspects driving HIV and AIDS.  It also impacts on other 
manifestations of gender oppression by using power to tackle personal and 
programmatic vulnerability and by doing so addressing the practical needs and 
strategic interests of women and girls vulnerable to HIV and AIDS.  This involves 
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meeting a diverse set of needs including access to basic rights, building self esteem 
and self worth, provision of support (health, social, legal), increasing livelihoods.  It 
also ensures a balance between initiatives that provide immediate assistance and 
those that are more long-term.  Secondly, addressing societal vulnerability through 
tackling the strategic interests of all women and girls, especially those most 
vulnerable to or HIV and AIDS is critical.  Thirdly, the impact of programmatic 
vulnerability cannot be ignored, and theories of power should be integrated so that 
programmes confront rather than accept the status quo. 
 
Calls for the transformation of society have spanned generations, and whilst gains 
have been made, progress has been slow. The imperatives of the HIV and AIDS 
epidemic may provide the catalyst that is needed to recognise, confront and 
address the inequality of women.  This research answers some questions about 
power and its role in fuelling HIV and AIDS and demonstrates the importance of 
subverting power in an attempt to impact on the pandemics in a way that positively 
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